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In 1941 a Work Classification Unit was established as 
a part of the Third (New York University) Division 
Adult Cardiac Clinic of Bellevue Hospital, the initial 
purpose of which was to assist the New York State Em- 
ployment Service in securing suitable placement for 
persons with heart disease. The unit functions in a con- 
sulting capacity and does not attempt to render any 
treatment. From the outset the staff has recognized the 
possibilities of using the activities of the unit for educa- 
tional purposes and of using its records for research. The 
Organization and operation of the unit have been de- 
scribed in an earlier publication.' 

Patients referred to the Work Classification Unit are 
examined in accordance with standards developed by the 
New York Heart Association, consisting of a complete 
cardiological study and diagnosis based on accepted 
criteria.” All questionable cases are examined by two or 
more cardiologists. During the period 1941-1950 a total 
of 705 persons were referred to the unit, of whom 631 
were studied completely. A detailed analysis of these 
patients and their employment experience following diag- 
nosis and classification is in preparation and will be 
published in the near future. In 74 cases no diagnosis 
was established, since these patients failed to return to 
the clinic after their first visit. All persons seen at the 
unit were referred because of employment difficulties 
attributed to heart disease. Of the 631 who were ade- 
quately studied, 175 (about 28% ) were found actually 
to have no heart disease at all. The present report is 
concerned with these 175 “cardiacs” without heart dis- 


ease. A particular effort was made to ascertain the basis 
for the original diagnosis and its effect on the subsequent 
life of the patient. 


AGE AND SEX OF PATIENTS REFERRED 
The age and sex distribution of the patients referred 
to the Work Classification Unit cannot be taken as rep- 
resentative of all persons with heart disease nor of all 
cardiac clinic patients.* The group seen at the unit con- 


TABLE 1.—Age and Sex of Four Hundred Fifty-Six Patients 
with Cardiac Disease and One Hundred Seventy-Five 
Patients Without Cardiac Disease Given Diagnoses at 
the Work Classification Unit, 1941-1950 


With Cardiae Without Cardiae 
Disease Disease 


Men Women Total Men Women Total 

Age, Yr. No. % No. % No. % No. % No. % No. % 
i re 162 43 39 538 201 45 101 67 13 52 114 6 
142 37 2% 35 168 37 37 «(25 8 32 45 26 
55 and over...... 78 20 9 1 87 18 12 8 4 16 1 9 
All ages.......... 382 100 74100 456 100 150 100-25 100-175 100 


tained a preponderance of males under 35 years of age, a 
group from which a substantial part of the labor force 
of the country is drawn. On the other hand the propor- 
tion of males and females in different age groups in the 
175 patients without heart disease roughly paralleled 
the age-sex distribution of the remainder of the 631 
persons who were fully examined at the unit. The actual 
numbers and percentages are shown in Table 1. 
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90 HEART DISEASE—GOLDWATER 
PLACE OF ORIGINAL DIAGNOSIS AND REASON FOR 
INITIAL EXAMINATION 

The largest single group among the noncardiac pa- 
tients were those in whom a diagnosis of heart disease 
had been made on routine examination in connection 
with induction into or service in the armed forces during 
World War II. These persons, of whom there were 38, 
accounted for nearly one-fourth of the entire number. 
The second largest group, numbering 26, were those who 
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SIGNS AND SYMPTOMS 


It appeared that in most instances the erroneous diag- 
nosis of heart disease was due to faulty interpretation 
of signs and symptoms that had been present at some 
time, although in a number of cases no history of the 
existence of past or present abnormal signs or symptoms 
could be elicited. A substantial number of the noncardiac 
patients had merely been told after a routine examination 
that there was something wrong with their hearts. Since 


TABLE 2.—Reasons for Initial Visit to Physician and Agency That Diagnosed Cardiac Disease in One Hundred Seventy-Five 
Patients Regarded As Without Cardiac Disease by the Work Classification Unit 


Reason for Visit to Physician Total 


Previous Diagnosis of Cardiae Disease Made By 


Diagnosis  — 
Insurance 
Cardiac Hospital Armed Private or Industrial 
Disease Clinie School Forces Physician Physician 
5 1 17 38 4 ll 
10 Ww 0 12 26 0 
1 0 0 11 0 
1 7 0 1 16 1 
lv 17 51 7 12 


TaBLE 3.—Diagnoses by Work Classification Unit and Original Diagnoses in One Hundred Seventy-Five Noncardiac Patients 


Original Diagnoses 


Hypertension and arterioselerotie heart disease 


Systolic murmur, weak heart 


Work Classification Unit Diagnoses 


No Heart No Heart No Heart No Heart 

Disease, Plus Disease, Plus _ Disease, Disease, 

Functional Essential Plus Other Signs, or 

Murmur § Hypertension Disease Symptoms Total 

2 2 9 
ceeens 9 1 1 7 18 
tasen 0 1 1 1 3 
ere i) 6 3 1 10 
ivetage 2 0 1 0 3 
0 0 7 
0 1 0 1 
0 3 3 6 
a 0 2 2 4 
rere? 1 0 1 0 2 
a 1 0 0 
0 1 3 
9 1 7 13 
2 0 0 3 
0 0 0 1 1 
1 0 0 1 2 
rere. 0 0 2 2 
0 0 0 1 1 
0 0 4 4 
0 0 0 1 
every 0 6 48 
11 22 175 


* Two with endocarditis, one with mitral insufficieney, one with mitral stenosis, one with mitral insufficiency and aortie insufficiency. 


+ Two with mitral insufficiency. 
} With mitral insufficiency and left ventricular enlargement. 
§ Funetional murmur (transitory or innoeent murmur). 


had gone to private physicians because of symptoms ref- 
erable to the heart. School physicians, hospital clinics, 
insurance examiners, and industrial physicians all con- 
tributed a share of the cases. The circumstances of the 
original diagnosis of heart disease are given in Table 2. 
Although 19 patients had been told prior to their exami- 
nation at the Work Classification Unit that they did not 
have heart disease, they still persisted in their conviction 
that they were cardiacs. Most of these 19, as well as many 
of the others, showed obvious evidence of anxiety. In 
spite of the fact that they had been to!d that heart disease 
was not present, they had not been convinced that this 
was so. 


most of these had had no abnormal symptoms, it must be 
presumed that a murmur or an irregularity of rhythm had 
been found. This presumption is supported by the finding 
of a functional murmur in 14 of the 68 cases in which the 
basis for the original misdiagnosis could not be definitely 
ascertained, The existence of transitory abnormal signs, 
which had disappeared between the time of the original 
examination and that of the Work Classification Unit, 
may account for an additional number of the conflicting 
diagnoses. 

The original “diagnoses” in those cases in which they 
were obtainable make an impressive array (Table 3). On 
the basis of the examination at the Work Classification 
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Unit it was possible to find a clue to the misdiagnosis in 
about one-half of the cases. Heart murmurs, interpreted 
at the unit as being purely functional (transitory, inno- 
cent), accounted for 44 cases, about one-fourth of the 
entire noncardiac series. Essential hypertension uncom- 
plicated by demonstrable cardiac involvement accounted 
for 11 cases, and diseases other than heart disease were 
diagnosed in 22 instances. This latter group included 
cases of thyrotoxicosis, pulmonary tuberculosis, gastro- 
intestinal neoplasm, and late latent syphilis. In Table 3 
the original diagnoses are compared with those made at 
the Work Classification Unit. 

Among the 60 patients who originally had visited 
physicians because of disquieting symptoms, the most 
frequent complaints had been fatigue, dyspnea, pre- 
cordial pain, and palpitation. A smaller number had had 
noncardiac symptoms, and a few had sought medical 
advice because of anxiety about the heart. A small num- 
ber of those with symptoms that they themselves attrib- 
uted to the heart had been told, but not convinced, that 
there was no cardiac abnormality. Several others, after 
being made aware of the existence of a murmur, failed 
to accept assurance as to the benign nature of the finding. 
This reluctance to accept the favorable and readiness to 


TABLE 4.—Physical Restrictions Imposed on One Hundred 
Seventy-Five Noncardiac Patients 


Limitations Advised 


Patient Limiting Himself Yes No Unknown Total 

ot 67 52 * 175 


* Type of information not usually obtained on routine eardiae history, 


accept the unfavorable was a prominent manifestation 
of the anxiety exhibited by about one-half the patients 
of the entire series. 


LIMITATION OF ACTIVITY 

Information relating to limitation of activity was ob- 
tained from all of the 175 patients in the series. In the 
early years of operation of the Work Classification Unit 
the importance of the patient without cardiac disease 
was not fully appreciated, and consequently no special 
effort was made to secure full particulars in some of the 
cases seen during this initial period. When it became 
apparent that a substantial number of referred patients 
proved to have no heart disease, more detailed histories 
were obtained in this group. 

The response of the noncardiac patients to the advice 
of their physicians is summarized in Table 4. This table 
shows that limitations were advised for 56 persons, but 
of this number only 19 obeyed the physician's edict. Of 
the 31 persons who were limiting their activities, 7 were 
doing so without or in spite of a physician’s advice. Many 
of those who, contrary to their physician’s advice, had 
not observed restrictions showed evidence of guilt or fear 
or both, with consequent emotional conflict. At least 17 
different kinds of restrictions were imposed on the 56 
patients who had been advised to limit their activities, 
ranging from “take it easy” to restrictions for the com- 
pletely disabled. The nature of the restrictions is shown 
in Table 5. 
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EMPLOYMENT STATUS 
It was stated in the opening paragraph that the initial 
function of the Work Classification Unit was to assist 
the New York State Employment Service in finding suit- 
able jobs for persons who were believed to have heart 
disease. All of the patients seen at the unit were not 


TaBLe 5.—Recommendation or Classification Made by 
Physician Making Original Cardiac Diagnosis in 
Fifty-Six Noncardiac Patients 


Recommendation or Classification Number 

3 
No lifting or prolonged activity................. 1 
Change occupation 1 


* Functional and therapeutie Classifications according to terminology 
of the New York Heart Association. 


unemployed; in fact, a considerable number were re- 
ferred for the purpose of securing an opinion as to the 
suitability of their current jobs. As can be seen in Table 
6, a total of 70 of the 175 patients were working at the 
time they were examined at the Work Classification Unit. 
Of the 105 who were not working, 25 were idle because 
of a physician’s advice and hence attributed their unem- 
ployment to heart disease, while 68 ascribed their idle- 
ness to noncardiac causes. (In the remaining 12 cases. 
the causes for the unemployment were not recorded. ) 
Although, as was stated, 68 unemployed persons attrib- 
uted their unemployment to noncardiac reasons, it was 
nonetheless true that inability to find a job was often 
inability to find a suitable job, that is, one which they 


TasBL_e 6.—Employment Status by Occupational Classification 
of One Hundred Seventy-Five Noncardiac Patients 
Reasons Not Working 


Non- 
Occupational Classification ~ Working Cardiac cardiae + Unknown 


70 25 Gs 12 


* Occupational classification otf War Manpower Comission: 0 pro- 
fessional, managerial; 1 clerical, salesman, student; 2a housewife; 
4 skilled; 5 semiskilled; 6 unskilled. 

t Unable to find acceptable employment. 


felt would not subject them to excessive physical exer- 
tion. A number of the jobless failed to apply for work 
in establishments that were known to require a pre- 
employment examination, being certain that they would 
be rejected. 
EMOTIONAL REACTIONS 

In recent years increasing recognition has been given 
to the importance of emotional factors in causing dis- 
ability in persons suffering from heart ailments.* Psychic 
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disturbances were a prominent feature among the group 
of noncardiac patients in this series. In some these aber- 
rations antedated the diagnosis of heart disease and un- 
doubtedly piayed a part in leading to the diagnosis. Such 
patients could properly be said to fit the picture of cardiac 
neurosis, and they could not be convinced that no organic 
defect oi the heart existed. Their only hope seemed to 
lie in extended psychotherapy. A second group, with less 
deep-seated anxiety, accepted the reassurance given 
them at the Work Classification Unit and were guided 
into employment. Success in these cases can be attributed 
largely to the painstaking care with which they were 
handled and the excellent rapport between patient and 
physician, both made possible by the avoidance of haste 
or “mass production” methods at the unit. 

A number of patients reacted with incredulity when 
told that they had normal hearts. Some wanted to believe 
but were afraid to do so, others felt that the physicians 
were just trying to make them “feel good.” A few reacted 
with mild hostility, feeling that the unit was anxious to 
have them put to work without regard to the effect on 
their health. A considerable number of the patients with- 
out heart disease appeared to have rejected, either con- 
sciously or unconsciously, the idea that they were sick 
at the time the original misdiagnosis was made. Some of 
these showed great joy in having their own ideas con- 
firmed; others were less demonstrative. The fact that 
none showed hostility toward the physicians who had 
originally made the erroneous diagnosis is a tribute to 
the care taken by the staff at the Work Classification 
Unit in presenting their conclusions to the patients. A 
common procedure was to state that something had been 
present in the past to justify a diagnosis of heart disease 
but that the condition had cleared up. In some instances 
in which treatment had been given, the disappearance of 
signs and symptoms was attributed to the success of the 
therapy. When the intelligence of the patients permitted, 
the conflicting views were ascribed to honest differences 
in opinion on the part of examining physicians. The ap- 
proach in each case was governed by the personality and 
background of the patient, and the explanation expected 
to be most convincing to the patient was given. 


COMMENT 

It has been widely recognized that an unwarranted 
diagnosis of heart disease is not infrequently made in per- 
sons who have symptoms referable to the cardiovascular 
system or who are found to have benign murmurs of the 
heart. Sir Thomas Lewis, in reviewing the cardiac diag- 
noses made by British army physicians in World War I, 
established the fact that over 80% of the diagnoses of 
organic heart disease were erroneous.” Kilgore has stated 
that thousands of soldiers in the American army who did 
not have heart disease were carried on disability ratings 
with mistaken diagnoses of myocarditis, angina pectoris, 


4. Jezer, A.: Rehabilitation of Cardiac, New York Med. 6:17, 1950. 

5. Lewis, T.: Soldier's Heart and Effort Syndrome, ed. 2, London, 
Shaw & Sons, Ltd., 1940. 

6. Kilgore, E. S.: Symposium on Medical Preparedness: Heart in Mili- 
tary Service, J. A. M. A. 117: 258 (July 26) 1941. 

7. (a) Auerback, A., and Gliebe, P. A.: latrogenic Heart Disease: 
Common Cardiac Neurosis, J. A. M. A. 129: 338 (Sept. 29) 1945. (b) 
Oille, J. A.: Cardiac Neurosis, Canad. M. A. J. 45:1, 1941. (c) Drake, 
F. R.: latrogenic Factors in Illness, Am. J. Med. Sc. 215: 103, 1948. 

8. Conner, L. A.: Psychic Factor in Cardiac Disorders, J. A. M. A 
94: 447 (Feb. 15) 1930. 
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mitral insufficiency, and other conditions.* These state- 
ments are significant in relation to the present series, 
since military medical examinations accounted for the 
largest single segment. 

The importance of iatrogenic factors in cardiac dis- 
ability has received some, but perhaps not sufficient, at- 
tention in the medical literature.’ There is little doubt 
that iatrogenicity was a major factor in the disability of 
a substantial number of the patients in the present series. 
Oille*® has stated that 60% of the patients who consult 
a cardiac specialist do so because of anxiety about the 
heart arising from suggestion foilowing the careless or 
inconsidered remarks of a physician, and Conner * many 
years ago wrote that a cardiac neurosis frequently has its 
Outset in the statement of a physician or life insurance 
examiner that the heart is abnormal. Limitation of activ- 
ity may be self-imposed or it may be imposed or advised 
by a physician. Many cardiologists today feel that much 
needless disability has been created through ill-advised 
restrictions placed upon the physical activities of persons 
who actually have heart disease. When noncardiac pa- 
tients are advised to limit their activities as a result of 
incorrect diagnosis, the result is calamitous. Not only 
needless disability has been created but irreparable psy- 
chic trauma also is often produced. 

In the modern concept of preventive medicine a physi- 
cal examination is recognized as an all-important feature 
of any program. Routine examinations and “screening” 
procedures are being applied in ever-increasing numbers 
in schools, in industry, and among other civilian groups. 
Large numbers of young men are again being examined 
in connection with military service. It seems particularly 
timely to point out again that what is designed to serve 
as a preventive measure may prove to be just the opposite 
if symptoms and signs suggestive of heart disease are in- 
judiciously dealt with. It is to be hoped that the present 
period of military and industrial mobilization will not 
result in the creation of another large number of cardiacs 


without heart disease. 
SUMMARY 


The records of 175 persons given erroneous diagnoses 
of heart disease at some time in their past life were re- 
viewed. Nearly half had been given a diagnosis of heart 
disease On a routine examination by physicians in the 
armed forces, in schools, and in industry. Many were 
given diagnoses of cardiac disease by private physicians 
on the basis of anxiety symptoms simulating cardio- 
vascular diseases, such as fatigue, dyspnea, precordial 
pain, and palpitation. A number of these misdiagnoses 
had their origin in confusing physical signs, such as be- 
nign systolic murmurs, tachycardia, and elevation of 
blood pressure. About one-fiith of the patients neither 
complained of cardiovascular symptoms nor had any 
physical signs that could be confused with heart disease. 
Many of these »oncardiac patients, young men who 
might have been gainfully employed, were advised to 
restrict their activities, and 25% were not working be- 
cause of alleged heart disease. The importance of careful 
evaluation and judicious discussion of signs and symp- 
toms referable to the cardiovascular system is pointed 
out as a preventive measure against iatrogenic heart 
disease. 
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ACUTE ENDOCARDITIS AS A COMPLICATION IN 
BACTERIAL PNEUMONIA 


Emanuel Applebaum, M.D., Michael S. Bruno, M.D. 


and 


Elliot Hochstein, M.D., New York 


Acute endocarditis has been recognized as a grave 
complication of bacterial pneumonia, although fortu- 
nately it occurs infrequently. In the past this form of 
endocardial infection was of interest mainly to the pa- 
thologist, since few, if any, pneumonia patients with this 
complication recovered. With the advent of antibiotic 
therapy the status of this form of endocarditis has been 
altered to some extent and several recoveries have been 
recorded in the recent literature. However, the case fatal- 
ity rate in bacterial endocarditis as a complication of 
pneumonia remains high. 

Recently we had an opportunity to study four cases of 
bacterial pneumonia complicated by acute endocarditis 
and we were impressed in each instance with the delay 
in the diagnosis of the endocardial infection and the pres- 
ence of certain striking clinical and pathologic changes. 
It is the purpose of this paper to present these cases in de- 
tail, to emphasize the more important diagnostic features 
of the complicating endocarditis, to direct attention to 
the nature of the valvular lesion and its correlation with 
the hemodynamic functional alterations, and to discuss 
briefly the influence of antibiotic therapy on the endo- 
cardial infection. 


REPORT OF CASES 


Case 1. History —F. W., a man aged 47, was admitted to 
Bellevue Hospital for the second time on Feb. 2, 1948, with 
complaints of severe dyspnea, orthopnea, ankle edema, and 
hemoptysis of two weeks’ duration. 

The patient was first admitted on Oct. 12, 1947, with pneu- 
monia in the lower lobe of the left lung due to Diplococcus 
pneumoniae, type 33. Four days after admission meningitis due 
to the same organism developed. The patient was given peni- 
cillin intramuscularly in doses of from 400,000 to 500,000 units 
daily for 17 days. In addition, he received three intrathecal 
injections of penicillin of 100,000 units each. Response to the 
therapy was rather slow at first, but by the 19th hospital day 
the signs of meningitis and pneumonia had disappeared. The 
patient’s heart sounds, initially obscure, were heard more dis- 
tinctly as the pneumonic process resolved. A moderately loud 
diastolic murmur was then heard over the aortic area and at 
Erb’s point. A systolic murmur was audible over the mitral area. 
There was some question as to whether a presystolic murmur 
was audible over the same area. The left ventricle was enlarged. 

When ambulation was started, symptoms and signs of con- 
gestive heart failure appeared, necessitating the use of digitalis, 
mercurial diuretics, and a low-salt diet. The patient was dis- 
charged from the hospital on Jan. 9, 1948. He was given 
instructions regarding diet and medication and advice to report 
to the cardiac clinic for observation. During the next few weeks, 
however, the patient failed to follow the instructions; conse- 
quently, symptoms of severe myocardial failure developed again, 
including dyspnea, orthopnea, cough, hemoptysis, and edema of 
the ankles. The rapid progression of the symptomatology, as 
well as a severe shaking chill, led the patient to seek readmission 
to the hospital on Feb, 2, 1948. 

His past history revealed the presence of a syphilitic infection 
in 1918, for which he had received antisyphilitic therapy; the 
history was otherwise not remarkable. 

Physical Examination.—On admission the patient appeared 
acutely ill and was in considerable respiratory distress. He was 
markedly dyspneic and was also somewhat disoriented. The 
temperature was 101 F, the pulse rate 110, the respirations 46 


per minute, and the blood pressure 140/50. There was no 
tracheal tug, but the neck veins were distended and filled from 
below. There were no petechiae. Examination of the lungs re- 
vealed dulness and bronchial breath sounds at the base of the 
right lung posteriorly, below the angle of the scapula. Many 
moist rales were heard over the lower halves of both lungs. The 
heart was enlarged, with the point of maximal impulse palpable 
in the fifth intercostal space, 10 cm. to the left of the sternum. 
A regular sinus tachycardia prevailed. A rather loud double 
murmur was heard at the base and was most audible at Erb’s 
point. The diastolic murmur was transmitted down the left 
border of the sternum to the apex. A double murmur was heard 
at the mitral area. The liver edge was palpable 2 fingerbreadths 
below the right costal margin. There was 4+ pitting edema of 
the lower extremities. The remainder of the physical examina- 
tion revealed no significant abnormalities. 

Laboratory Examination.—The red blood cell count was 
4,050,000, with 9.5 gm. of hemoglobin per 100 cc., and the white 
blood cell count was 19,800 with 90% polymorphonuclear cells, 
of which 25% were immature, 5% lymphocytes, and 5% mono- 
cytes. The urine was essentially normal. The sputum was copious, 
purulent, and blood streaked, and showed a predominance of 
D. pneumoniae, type 5. The blood culture was also positive for 
this organism. A roentgenogram of the chest revealed evidence 
of a pneumonic consolidation of a major portion of the left lung, 
with small effusions at both bases. The heart was enlarged in all 
diameters. A lumbar puncture yielded a clear fluid with normal 
findings. The electrocardigogram was within normal limits. 


Treatment and Course.—Aqueous penicillin, 100,000 units 
every three hours, was administered intramuscularly. Tourni- 
quets were applied to three extremities and rotated every 30 
minutes. Fifty cubic centimeters of 50% glucose, 0.480 gm. of 
aminophylline, 0.2 mg. of digitoxin, and 2 cc. of meralluride 
(mercuhydrin® sodium) were administered intravenously. Treat- 
ment with positive-pressure oxygen was instituted at once. 
The patient was in extremely poor condition, and his respiratory 
embarrassment continued unabated. There was no evidence of 
clearing of the lungs or decrease of the peripheral edema. Al- 
though the patient’s temperature dropped to normal in 24 hours, 
his pulse rate became more rapid and stupor supervened. The 
patient died 40 hours after admission. 

Postmortem Findings.—Only the pertinent findings are re- 
corded. The right lung was the seat of an extensive confluent lob- 
ular consolidation, involving all three lobes. A considerable por- 
tion of the lower lobe of the left lung was similarly involved. 
The lower portion of the left pleural space was obliterated by 
dense fibrous adhesions. The heart weighed 580 gm. The left 
ventricle was dilated; the wall of the left ventricle was 18 mm. 
thick, and that of the right ventricle, 5 mm. The right coronary 
cusp of the aortic valve was perforated in two places. The larger 
perforation, centrally located, measured 4 mm. in diameter and 
had a pea-sized vegetation attached to the ventricular aspect of 
one edge. A second perforation, 2 mm. in diameter, was also 
seen. The aortic ring was not dilated. 

Microscopic examination revealed the presence of edema fluid 
and “heart failure” cells in some sections of the lungs. Clumped 
polymorphonuclear leukocytes, cellular debris, and fibrin were 
found in many lobules of the middle lobe of the right lung, while 
most of the alveoli of the lower lobe of the left lung were filled 
with mononuclear cells and proliferating fibroblasts. There was 
hypertrophy of the myccardial fibers of the left ventricle and 
considerable fibroblastic reaction at the base of the aortic valve 
cusp. In the distal edge of this cusp were bands of hyaline con- 
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nective tissue, polymorphonuclear leukocytes, proliferating fibro- 
blasts, and two perforations. 

Final Anatomic Diagnosis.—The final diagnosis included: 
chronic pneumonia in the lower lobe of the left lung with fibrous 
pleural adhesions; confluent lobular pneumonia in the upper, 
middle, and lower lobes of the right lung; acute bacterial endocar- 
ditis, which was healing, with perforation of the right coronary 
cusp of the aortic valve; and hypertrophy and dilatation of the 
heart. 


Comment.—On his first admission this patient pre- 
sented definite pneumonia associated with bacteremia 
due to D. pneumoniae, type 33, and several days later 
meningitis due to the same organism developed. There 
was no evidence of endocardial involvement at that time. 
Penicillin therapy resulted in a marked improvement in 
the pneumonic process and subsidence of the meningitis. 
On the 19th day, however, the patient revealed signs of 
an aortic regurgitation and enlargement of the heart to 
the left. Congestive heart failure developed, but this was 
well controlled with the usual cardiac regimen. 

On his second admission the patient presented a pic- 
ture of severe congestive heart failure, as well as signs of 
pneumonia and bacteremia due to D. pneumoniae, type 
5. The terminal infection, combined with the severe heart 
failure, led to his rapid death. 

The necropsy findings in this case were of considerable 
importance, particularly the cusp perforations which un- 
doubtedly were responsible for the development of an 
active aortic regurgitation in a relatively short time. It is 
also important to note that this aortic incompetence led 
in a short time to marked cardiac enlargement, with hy- 
pertrophy as well as dilatation. Another point of interest 
is the fact that the vegetative endocarditis showed con- 
siderable, but not complete, healing. Unfortunately, the 
vegetations were not examined or cultured for the pres- 
ence of organisms. 

In this case two adverse effects may be noted. First, 
penicillin therapy during the first admission was appar- 
ently inadequate to prevent the development of endo- 
carditis or to suppress an endocardial infection which 
might have been present already. Second, even though 
considerable healing of the endocardial infection fol- 
lowed the antibiotic therapy, the cusp perforations led to 
a dynamic aortic regurgitation which resulted in almost 
continuous, severe congestive heart failure. To some ex- 
tent this may be regarded as a therapeutic paradox. 

Cast 2.—History.—T. L., a man aged 45, was admitted to 
Sydenham Hospital on Dec. 16, 1948, with the chief complaints 
of chills, fever, severe chest pain on the left lower side, and cough 
preductive of a yellowish and blood-tinged sputum, of three days’ 
duration. The illness was preceded by an acute upper respiratory 


tract infection which had not confined him to bed. The past his- 
tory was essentially negative. 

Physical Examination.—On admission the patient appeared 
acutely ill, was dyspneic, and complained of severe pains in the 
left side of the chest. The temperature was 103 F, the pulse rate 
120, and the respirations 30. The blood pressure was 108/70. The 
pharynx was congested. Examination of the lungs showed dul- 
ness, distal bronchial breathing, and fine crepitant rales over 
the lower lobe of the left lung posteriorly. The rest of the pul- 
monary field presented normal physical signs. The heart was not 
enlarged, and no murmurs were heard. The sinus rhythm was 
regular, and the sounds were of good quality with the pulmonic 
second sound greater than the aortic second sound. The liver 
and spleen were not palpable. There was no peripheral edema. 
The other results of the examination were not remarkable. A 
diagnosis of pneumonia was made. 
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Laboratory Examination. —The red blood cell count was 
4,200,000, with 12 gm. of hemoglobin per 100 cc., and the white 
blood cell count was 16,000, with 73% polymorphonuclear 
cells, 15% lymphocytes, and 12% monocytes. The urine had 
a specific gravity of 1.015, with a trace of albumin and a few 
white blood cells. The sputum showed mixed bacterial flora, pre- 
dominantly D. pneumoniae. The serologic test for syphilis was 
negative. The blood urea nitrogen was 12.3 mg. per 100 cc. A 
roentgenogram of the chest showed a consolidation of the lower 
lobe of the left lung but no cardiac enlargement. 

Treatment and Course.—On admission the patient received a 
single dose of 300,000 units of penicillin. The same dose of the 
antibiotic was repeated daily for four days. The patient's respira- 
tory distress and chest pain on the left disappeared within 24 
hours, and the temperature fell to 99.4 F within 48 hours. 

On the fifth day, concomitant with a temperature rise to 105.8 
F, an aortic diastolic murmur was heard for the first time. The 
blood pressure was then 115/44, and the pulse was of the Cor- 
rigan type. The signs of consolidation in the lower lobe of the 
left lung persisted. A blood culture made on this day revealed 
no growth. The dose of penicillin was increased to 300,000 units 
twice a day. 

Between the Sth and 10th days the temperature ranged be- 
tween 102 and 104 F. At this time some additional signs were 
noted, including rales in the right lung and a faint pericardial 
friction rub. The blood pressure was then 170/90. The presence 
of pericarditis was suggested also by the electrocardiogram, 
which showed an elevation of the RS-T segment in leads 1 and 
2. Because of the evidence of endocardial and pericardial in- 
volvement, the penicillin dosage was raised to 900,000 units 
per day. 

During the succeeding few days the patient appeared very 
toxic and in acute distress and became progressively more 
dyspneic. The physical signs at the left base at this time were 
flatness, absent tactile fremitus, and distant bronchial breathing. 
There was also a distinct pleuropericardial friction rub over the 
left side of the chest anteriorly. It was apparent that the pneu- 
monia was complicated by pleuritis as well as pericarditis and 
endocarditis. Thoracentesis of the left pleural cavity yielded on 
one occasion 30 cc., and on another 500 cc., of amber-colored, 
turbid fluid which contained many polymorphonuclear cells but 
no organisms. Pronounced anemia also developed with a red 
blood cell count of 2,500,000 and 7 gm. of hemoglobin. 

Because of the severity of the clinical picture the amount of 
penicillin was further increased on the 12th day to 2,400,000 
units daily and supplemented with sulfadiazine. Despite this in- 
tensive combined therapy and the adjuvant use of blood trans- 
fusions and digitalis, the patient’s condition deteriorated rapidly. 
The heart showed progressive enlargement and failure of the left 
ventricle supervened. The fever, however, was low grade, except 
for a preterminal rise to 102 F. Death occurred on the 19th day. 

Postmortem Findings.—The lungs were not grossly consoli- 
dated. There were fibrous adhesions over the lower lobe of the 
left lung but no free fluid in either pleural space. The pericardial 
space was obliterated by fibrous adhesions that were easily sep- 
arated. The heart weighed 350 gm. There was slight irregular 
thickening of the distal margins of the tricuspid and mitral leaf- 
lets and of the adjacent chordae tendineae. The left ventricle 
was markedly dilated but not hypertrophied. There was irregu- 
lar, moderate thickening of the cusps of the aortic valve, with 
some dilatation of the ring. On the ventricular aspect of the right 
coronary cusp, there was a small, soft vegetation about the size 
of a pea. 

The lung sections showed resolving pneumonia in the lower 
lobe of the left lung. There was widening of the alveolar septa 
and engorgement of the capillaries. Sections of the heart re- 
vealed a slight perivascular fibrosis wthout Aschoff bodies. On 
the right coronary cusp of the aortic valve there was an ovoid, 
moderately cellular vegetation. At the base of the vegetation, 
within the cusp, there was an infiltration of polymorphonuclear 
leukocytes that extended into the adjacent pericardial wedge. 
The pericardium was involved in a chronic inflammatory reac- 
tion with fibrosis, with acute components in some sections. 

Postmortem cultures of aortic blood and pericardial exudate 
readily yielded D. pneumoniae, type 7. 
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Final Anatomic Diagnosis —The final diagnosis included 
pneumonia in the lower lobe of the left lung which was resolving: 
inactive rheumatic heart disease, involving the mitral, tricuspid, 
and aortic valves; acute bacterial endocarditis in the aortic valve 
which was healing; and pulmonary congestion and edema. 


Comment.—lt seems clear from the clinical and roent- 
genographic evidence that on admission this patient had 
a pneumonia in the lower lobe of the left lung but no ob- 
vious cardiac disease. For a few days the patient appeared 
to be responding to penicillin therapy, which was rather 
moderate. However, signs of aortic insufficiency, as well 
as pericarditis, soon developed. From that time on, the 
clinical course was progressively downward with rapid 
development of dilatation of the left ventricle and intract- 
able heart failure. 

The observation at necropsy of thickening of the mitral 
and tricuspid valves, as well as of the aortic cusps, sug- 
gested the presence of antecedent rheumatic valvular 
disease. The superimposed vegetative lesion on the right 
coronary cusp was definitely of bacterial origin and gave 
evidence of partial healing. Although a blood culture 
made when the patient had received penicillin for five 
days was sterile, the pneumococcic etiology of the en- 
docardial and pericardial infections was established by 
the positive postmortem cultures of the aortic blood and 
pericardial exudate. It is interesting to note that a dy- 
namic aortic regurgitation developed despite the small- 
ness of the vegetative lesion and the absence of cusp 
erosion. It appears that the moderate deformity of the 
valve, together with the slight dilatation of the ring, was 
sufficient to cause aortic incompetence. 


Case 3.—History.—H. K., a man aged 41, was admitted to 
Bellevue Hospital on March 15, 1948, with the chief complaints 
of chills, fever and a productive cough of three weeks’ duration, 
and right anterior chest pain for approximately 10 days. The 
patient was apparently in good health up to the time the cough 
developed. For the next 20 days this cough which was productive 
of rather large quantities of nonfoul, nonbloody, thick yellow 
sputum, continued unchanged and was accompanied by ma- 
laise and marked anorexia. While an exact temperature was not 
recorded, the patient admitted feeling feverish. Two weeks prior 
to admission hoarseness developed, followed in a few days by 
right anterior chest pain, which was aggravated by deep breath- 
ing and coughing. All the symptoms had continued to the time 
of admission. 

The past history was noncontributory. The patient stated he 
had not had venereal disease or rheumatic fever. The family his- 
tory was also unremarkable except that the patient’s father had 
died of pulmonary tuberculosis. 

Physical Examination.—The patient was dyspneic and cyan- 
otic and appeared to be in considerable respiratory distress, com- 
plaining of severe pain in the lower right anterior portion of the 
chest. The temperature was 102.8 F, the pulse rate 96, and the 
respiratory rate 32 per minute. The blood pressure was 112/72. 
The mucous membranes of the nose and throat were injected. 
The neck was supple, the trachea was in the midline, and the 
neck veins were not distended. There were no palpable lymph 
nodes. There were no petechiae or other cutaneous eruptions. 
Dulness was noted over the upper two-thirds of the right side 
of the chest anteriorly and in the right axilla. The breath sounds 
were diminished anteriorly but were bronchial in quality high in 
the right axilla. Many crepitant rales and a friction rub were 
were heard in the axillary area. The heart was not enlarged to 
percussion. The point of maximal impulse was in the fifth inter- 
costal space at the midclavicular line. A regular sinus rhythm of 
rapid rate prevailed and the heart sounds were of good quality. 
There was a short, localized, low-pitched systolic murmur at the 
apex. No murmurs were heard over the aortic region. The aortic 
second sound was equal to the pulmonic second sound. The liver 
was 2 fingerbreadths below the right costal margin. The spleen 
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and kidneys were not palpable. The remainder of the examina- 
tion was not significant. A diagnosis of pneumonia was made. 

Laboratory Examination. — The red blood cell count was 
3,900,000, with 13 gm. of hemoglobin, and the white blood cell 
count was 12,200, with 84% polymorphonuclear cella of which 
12% were immature, 14% monocytes and 2% basophils. The 
only abnormal urine findings were albumin (2+) and rare hyaline 
casts in the sediment. The sputum was copious and purulent but 
nonfoul and grew D. pneumoniae, type 2, on culture. The blood 
culture was also positive for D. pneumoniae, type 2. The Wasser- 
mann reaction was negative. The nonprotein nitrogen was 20 
mg. per 100 cc. An electrocardiogram indicated normal heart 
function. A roentgenogram of the chest showed a pneumonic 
process involving the major portion of the right lung, but no 
cardiac enlargement. 

Treatment and Course.—On admission, therapy with bacitracin 

(under investigation at the time) was instituted. The patient re- 
ceived 33,000 units of this antibiotic intramuscularly every six 
hours. Some improvement was noted at first. When, however, the 
temperature rose to 103 F, on the fourth hospital day, the dose 
of bacitracin was increased to 66,000 units every six hours. Clin- 
ical improvement was noted during the following week, with 
progressive clearing of the pneumonic process. 
_ Although there was little evidence of pneumonia during the 
succeeding week, the patient continued to have a septic type of 
temperature. Repeated blood cultures were positive for D. pneu- 
moniae, type 2. Accordingly, on the 17th day the dose of bac- 
itracin was increased to 98,000 units every four hours. 

Examination on the 20th day revealed for the first time a sys- 
tolic murmur at the aortic area and a low-pitched, soft, diastolic 
murmur at Erb’s point. The diastolic murmur was transmitted to 
the apex. At this time a diagnosis of endocarditis was entertained. 
Bacitracin therapy was therefore discontinued and aqueous peni- 
cillin therapy instituted in a dose of 200,000 units every four 
hours. The temperature dropped to lower levels subsequently 
but never became normal. 

On the 22nd day the lungs appeared to be entirely clear. The 
cardiac murmurs persisted, and the blood pressure was 100/40. 
The penicillin dose was then increased to 500,000 units every 
two hours and, in order to obtain high levels, carinamide was 
added. About this time it was noted that the patient’s hemoglobin 
had dropped to 7.9 gm. The blood culture was then sterile. 

During the succeeding few days the patient continued to have 
a low-grade fever but was otherwise asymptomatic. However, the 
cardiac murmurs persisted and the heart was considerably en- 
larged to the left. 

When, on the 29th day, the patient was permitted out of bed, 
he immediately became very dyspneic and cyanotic. Bed rest was 
reinstituted at once. From that time on, the patient’s condition 
deteriorated rapidly. There were signs of diffuse pulmonary 
edema and of severe congestive heart failure. Therapeutic efforts 
were of no avail. On the 31st day the patient lapsed into a stupor 
and died. 

Postmortem Findings.—The apex of the upper lobe of the 
right lung was crepitant, while much of the remaining portions 
of the right lung was consolidated. A large amount of pink 
frothy fluid was seen in all bronchi of both lungs. There was 
thickening of the pleura over the right lung. The heart weighed 
430 gm. The right coronary leaflet was almost completely de- 
stroyed by a large ulcerative vegetation. A perforation, measur- 
ing 3 mm. in diameter, was located near its ventricular border. 
A large vegetation occupied the left coronary leaflet. The left 
ventricle and the aortic ring were somewhat dilated. The wall of 
the left ventricle was 16 mm. thick and. that of the right ventricle 
2 mm. The right kidney weighed 210 gm. and the left 200 gm. 

Microscopic examination of sections from the middle lobe 
of the right lung revealed the presence of fibrin, mononuclear 
phagocytes, and polymorphonuclear leukocytes in many lobules 
and bronchi. There were also many “heart failure” cells and 
some edema fluid. The individual myocardial fibers were hyper- 
trophied. The aortic cusps were heavily infiltrated with mono- 
nuclear and polymorphonuclear leukocytes, accompanied by a 
proliferation of vascular components and young fibroblasts. The 
distal portion of the right coronary cusp was almost completely 
destroyed. Sections of the kidneys showed necrosis of the tubu- 
lar epithelium and infiltration of some of the glomeruli and 
connective tissue with polymorphonuclear leukocytes. 
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Final Anatomic Diagnosis.—The final diagnosis included: 
pneumonia in the middle and lower lobes of the right lung; acute 
bacterial endocarditis in the aortic valve, with perforation of the 
right coronary cusp; hypertrophy and dilatation of the heart; and 
toxic nephrosis. 


Comment.—On admission the patient presented pneu- 
mococcic pneumonia and bacteremia probably of three 
weeks’ duration. Although a short apical systolic murmur 
was present, there was no cardiac enlargement or evi- 
dence of aortic valvulitis at the time. It was not until the 
20th hospital day that the murmurs over the aortic area 
were detected and a diagnosis of endocarditis entertained. 
Whether the initial phase of the endocardial infection was 
already present at the time of admission is a matter of 
speculation. However, the persistently positive blood cul- 
tures would seem to favor that supposition. With regard 
to the size of the heart, it is important to note that signifi- 
cant cardiac enlargement developed in about three weeks 
following the establishment of aortic regurgitation as a re- 
sult of destruction of both posterior cusps. 

The use of bacitracin appeared to be beneficial against 
the pneumonia but did not seem to influence favorably 
either the bacteremia or the endocarditis. The intensive 
penicillin therapy, which was obviously started too late, 
did result in sterilization of the blood stream and in partial 
healing of the endocardial infection. 

While nephrotoxic changes may complicate acute 
endocarditis and bacteremia, it is well to bear in mind 
that renal damage may result from the use of bacitracin. 
The nephrotoxicity of bacitracin has been the subject of 
considerable study by several investigators.' It is very 
likely that both the severe infection and the bacitracin 
contributed to the kidney damage. 


Case 4.—History.—R. L., a man aged 22, was admitted to the 
psychiatric division of Bellevue Hospital on May 24, 1947, be- 
cause of confusion, violence, and disorientation of three days’ 
duration. The patient was a native of the Belgian Congo and had 
been in the United States less than one year. A distinct language 
barrier, combined with his poor mental state, made it impossible 
to obtain an adequate history. 

Physical Examination.—The patient was completely disori- 
ented and so violent that restraints were necessary. He was able 
to lie flat without obvious respiratory distress but perspired pro- 
fusely. The temperature was 102 F, the pulse rate was 100, and 
the respirations were 24 per minute. The pupils were round, 
regular, and equal and reacted to light. The scleras were non- 
icteric, and no petechiae were present. The fundi were normal. 
The posterior pharynx appeared injected. The neck was supple, 
the trachea was in the midline, and the thyroid was not palpable. 
There was dulness to percussion at the base of the right lung, 
posteriorly in the axilla, and anteriorly below the third rib. 
The breath sounds over this area were distant and bronchovesi- 
cular in quality. Numerous fine inspiratory rales were heard, but 
there was no friction rub. The base of the left lung revealed flat- 
ness to percussion, absent breath sounds, but no rales. The heart 
appeared normal in size, with the point of maximal impulse pal- 
pable in the fifth intercostal space, inside the midclavicular line. 
Sinus tachycardia was present. Loud systolic and diastolic mur- 
murs were heard at the base. The systolic murmur was trans- 
mitted to the neck, while the diastolic could be followed to Erb’s 
point and to the apex. The aortic second sound was accentuated 
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and greater than the pulmonic second sound. No thrills were 
palpable. The blood pressure was 120/40. Examination of the 
abdomen disclosed no abnormalities. The radial pulsations were 
Corrigan in quality. The results of the neurological examination 
were entirely negative. The clinical diagnosis was pneumonia and 
syphilitic heart disease. 

Laboratory Examination. — The red blood cell count was 
4,800,000, the hemoglobin was 13 gm., and the white blood cell 
count was 17,200, with 88% polymorphonuclears, of which 12% 
were immature, 10% lymphocytes, and 2% monocytes. The 
urine was normal. The blood Wassermann and Mazzini reactions 
were both 4+. The blood culture was positive for Staphylococcus 
aureus. A roentgenogram of the chest revealed bronchopneu- 
monic changes throughout the right lung. There was a small 
pleural effusion on the left side. An electrocardiogram indicated 
normal function except for sinus tachycardia. A spinal tap re- 
vealed an initial pressure of 100 mm. of water, with no evidence 
of subarachnoid bleck. The fluid was clear and showed eight 
mononuclear cells per cubic millimeter, a protein level of 48, 
sugar level of 107, and chloride value of 725 mg. per 100 cc. 
The spinal fluid Wassermann reaction was negative, and the 
colloidal gold curve was 002211000. 


Treatment and Course.—Treatment on the day of admission 
was entirely symptomatic. On the second day the patient was 
dyspneic, very toxic, and compietely incoherent. The physicai 
findings were essentially unchanged, except that the spleen be- 
came palpable. The temperature rose to 105.4 F. On this day the 
patient received 100,000 units of penicillin intravenously every 
eight hours. 

During the succeeding two days the patient’s condition deteri- 
orated rapidly. In addition to the evidences of sepsis, there were 
signs of congestive heart failure. On repeated culture the blood 
remained positive for Staph. aureus. No specific medication was 
given on the third day, but on the fourth day the patient was 
given 50,000 units of penicillin intramuscularly every three hours 
and, in addition, 2 gm. of sulfadiazine intravenously. The patient 
died the same day. 

Postmortem Examination.—Considerable quantities of edema 
fluid were present in both lungs. There was lobular consolidation 
of the lower lobe of the right lung. The right pleural cavity was 
completely obliterated by dense fibrous adhesions. The left 
pleural space contained 800 cc. of clear yellow-brown fluid. The 
heart weighed 350 gm. The right coronary and noncoronary 
cusps of the aortic valve were extensively deformed and had 
many small marginal vegetations. The ventricular surface of the 
cusps was ulcerated. The left ventricular myocardium was 10 
mm. thick and the right, 4 mm. The aorta was normal. 

Microscopic examination of sections from various portions of 
the lungs revealed edema and congestion with numerous “heart 
failure” cells. In other sections there were collections of red 
blood cell remnants, with fibrin and polymorphonuclear leuko- 
cytes in some of the alveoli and bronchioles. Examination of the 
heart sections revealed areas of focal fibrosis and emboli in sev- 
eral of the small blood vessels. The endocardium over the ventri- 
cular surface of the aortic cusps was thickened and was replaced 
in two areas by a mass of fibrin in which were enmeshed many 
polymorphonuclear cells and red blood cells. This material pene- 
trated into the myocardium. 

Final Anatomic Diagnosis.—The final diagnosis included lobu- 
lar pneumonia of the right lung; fibrous pleural adhesions; acute 
vegetative and ulcerative endocarditis in the aortic valve; con- 
gestion and edema of the lungs; and left pleural effusion. 


Comment.—On admission this patient presented signs 
of pneumonia and of aortic regurgitation. There was no 
history available to shed light on the present illness or any 
antecedent disease. While the presence of staphylococcic 
bacteremia was definitely established by the positive 
blood cultures, the source of the sepsis could not be 
*learly demonstrated. Nor could it be determined whether 
the pneumonia was primary or secondary. 

In view of the positive results of serologic examination, 
it is not surprising that the aortic insufficiency was re- 
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garded clinically as being of syphilitic origin. However, 
as shown at necropsy, there was no syphilitic aortitis, but 
an acute valvular infection with many vegetations and 
extensive ulceration and deformity of the right coronary 
and the noncoronary cusps, which undoubtedly produced 
the aortic incompetence. It would seem that the duration 
of the endocarditis was too short to bring about a signifi- 
cant change in the size of the heart. The pathological find- 
ings in this case serve to emphasize the importance of 
bearing in mind the possibility of endocarditis whenever 
heart murmurs are associated with a positive blood cul- 
ture. 

The clinical course from the time of admission was too 
short and too severe to permit a proper evaluation of the 
efficacy of the treatment. However, it must be ad- 
mitted that the penicillin therapy was totally inadequate. 
Whether an intensive course of antibiotic therapy would 
have resulted in a successful outcome is entirely con- 
jectural. 

COMMENT 


It is clear from this study that acute endocarditis as a 
complication of bacterial pneumonia often escapes recog- 
nition. In Case 1 the presence of valvular heart disease 
was first noted on the 19th day of hospitalization. How- 
ever, the true nature of the lesion was not recognized at 
the time. In Case 2 signs of aortic regurgitation appeared 
on the 5th hospital day, at which time the possible de- 
velopment of acute endocarditis was suspected but not 
entertained seriously. The possibility of an endocardial 
infection in Case 3 was mentioned for the first time on 
the 20th hospital day. Although the presence of aortic 
regurgitation was noted on admission in Case 4, the clin- 
ical diagnosis was syphilitic heart disease, largely because 
of the positive serologic reactions. 

From this small group of cases it is difficult to deter- 
mine the time of onset of the endocarditis. According to 
Thayer * the endocardial infection generally comes on 
late in the course of, or a few days after, the apparent 
termination of pneumonia. While this belief would ap- 
pear to receive confirmation from Cases | and 3 in our 
group, it is conceivable that in both instances the endo- 
cardial complication may have been overlooked earlier 
in the course of the pneumonia. It is also important to 
note that in Cases 2 and 4 endocardial invoivement was 
manifested early. It is our impression that the inception 
of the endocardial infection is in the early phase of the 
pneumonia, probably at the height of the bacteremia. 

Since the early recognition of an endocardial lesion 
during the course of pneumonia is frequently difficult, it 
is necessary to emphasize the essential criteria for the 
diagnosis of this complication. These include the develop- 
ment of an endocardial murmur or murmurs, particu- 
larly if the murmurs are diastolic, evidence of impaired 
myocardial function, changes in the size and contour of 
the heart demonstrated by roentgenograms, the presence 
of embolic phenomena, persistence or recurrence of fever 
in spite of improvement in the primary disease, and per- 
sistence of positive blood cultures. However, the absence 
of embolic phenomena should not militate against the 
diagnosis of endocarditis. The use of antibiotics may in- 
terfere with the results of the blood culture. In cases in 
which penicillin is administered, the addition of peni- 
cillinase to the culture may inhibit the effect of this anti- 
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biotic. It is, of course, of the utmost importance to bear 
in mind the possible development of endocarditis during 
the course of pneumonia. 

In this study we were impressed particularly with the 
fact that in each of the four cases the endocardial infec- 
tion involved the aortic valve and was associated with a 
dynamic aortic regurgitation. The development of a 
severe degree of heart failure was, of course, attributable 
to the rapidly progressing aortic incompetence. This fac- 
tor was responsible also for the early changes in the con- 
tour and size of the heart noted in three of the cases. It is 
noteworthy that a similar situation occurs frequently in 
penicillin-treated patients with subacute bacterial endo- 
carditis. The role of aortic regurgitation in the early de- 
velopment of heart failure in those cases has been empha- 
sized by Honigman and Karns,’ Kaplan and co-workers,* 
and others. 

With regard to the pathogenesis of the aortic regurgita- 
tion, it may be noted that in three of our cases the in- 
volved cusps were either ulcerated or perforated, while in 
the fourth case regurgitation developed as a result of val- 
vular deformity, part of which appeared to be of an ante- 
cedent nature. This seems to indicate that, in acute endo- 
carditis, destructive valve lesions are usually, though not 
invariably, responsible for the development of aortic re- 
gurgitation. By contrast, in penicillin-treated patients 
with subacute bacterial endocarditis, the aortic insuf- 
ficiency is usually produced or markedly aggravated by 
valvular distortion, much of which is due to the healing 
process. This has been emphasized by Carnes and 
Tinsley,” Honigman and Karns," Fiese,° and Kaplan * 
and his collaborators. In three of our cases in which evi- 
dence of partial healing was present, it was difficult to de- 
termine to what extent the reparative process had con- 
tributed to the valvular incompetence. Attention must 
also be directed to the fact that healing was not complete 
in any of our cases. 

Since it is apparent that in acute endocarditis aortic 
valvular dysfunction associated with the development of 
progressive heart failure is usually a direct result of early 
cusp destruction, the prompt control of the endocardial 
infection becomes a matter of greatest urgency. As men- 
tioned previously, it is extremely important to bear in 
mind the possibility of endocarditis as a complication 
during the course of pneumonia. If the presence of an 
endocardial infection is suspected, a vigorous program of 
antibiotic therapy must be instituted at once in order to 
minimize the destructive process. It is necessary also to 
continue the intensive treatment for a relatively long 
period, probably a minimum of six weeks. As was noted 
in our cases, inadequate therapy may be repressive but 
not curative. There is also the additional hazard that in- 
sufficient antibiotic treatment may lead to the develop- 
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ment of drug resistance. It is hoped that attention to these 
details may lead to better clinical results in the treatment 
of endocarditis as a complication of bacterial pneumonia. 


SUMMARY 
Four cases of bacterial pneumonia compligated by 
acute endocarditis are described. The diagnostic criteria 
of the endocardial complication, which frequently es- 
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capes clinical recognition, are emphasized. Particular at- 
tention is directed to the nature of the valvular lesion, a 
dynamic aortic regurgitation, which is usually the result 
of early valve destruction. The hazards of inadequate 
antibiotic treatment are noted. The importance of early 
diagnosis of the endocardial infection and of prompt in- 
stitution of vigorous antibiotic therapy is stressed. 


910 Park Ave. (Dr. Appelbaum). 


TREATMENT OF SUBACUTE BACTERIAL ENDOCARDITIS 
WITH AUREOMYCIN 


Charles K. Friedberg, M.D., New York 


Although penicillin is effective in most cases of sub- 
acute bacterial endocarditis, there is need for an anti- 
biotic which is potent when orally administered and 
which possesses a wider antibacterial range. Because 
aureomycin appears to have these two attributes, it was 
utilized in a series of cases of subacute bacterial endo- 
carditis. 

Aureomycin given orally has proved to be effective not 
only against virtually all the varieties of bacteria which 
are sensitive to penicillin but also against many penicillin- 
resistant organisms, notably the gram-negative bacilli and 
penicillin-resistant staphylococci. However, the value of 
aureomycin in the treatment of subacute bacterial endo- 
carditis due to nonhemolytic streptococci has not been 
assessed in any significant number of cases. Isolated in- 
stances of recovery or failure following aureomycin 
therapy have been mentioned in various studies of aureo- 
mycin.’ In particular, aureomycin has cured some pa- 
tients with acute Staphylococcus endocarditis, in whom 
the Staphylococcus was highly resistant to penicillin.” In 
this report we are concerned with cases of subacute bac- 
terial endocarditis which are caused by nonhemolytic 
streptococci. 

Aureomycin was administered to 11 patients with sub- 
acute bacterial endocarditis.’ A positive blood culture 
was obtained on at least two occasions in 8 of the 11 pa- 
tients. In the other 3 patients the diagnosis appeared 
highly probable on the basis of clinical data. Numerous 
blood cultures had been negative in each of these. All! 
the patients, with and without positive blood cultures, 
had rheumatic cardiovalvular disease and unexplained 
fever for two and one-half weeks to three months or 
longer. 

In all cases therapy was begun with aureomycin by 
mouth. At least 4 gm. and preferably 6 gm. was adminis- 
tered daily in divided doses at six-hour intervals, but the 
schedule was often modified to smaller doses at four or 
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three-hour intervals. Aureomycin was continued for five 
to eight weeks if there was a satisfactory clinical response. 
If, however, fever persisted or recurred, or if blood cul- 
tures remained or became positive, aureomycin was dis- 
continued and penicillin or other antibiotic therapy was 
instituted. 


REPORT OF CASES 


Case 1.—A man aged 31 had suffered from fever for six 
weeks, an attack of sharp pain in the left upper quadrant of the 
abdomen, and painful spots on the fourth and fifth fingers of 
his right hand. Aureomycin administered for 10 days was said 
to have been ineffective. There was a history of rheumatic fever 
and cardiac murmurs. 


Examination disclosed fever up to 102 F, signs of aortic steno- 
sis and insufficiency and mitral valvular disease, splenomegaly, 
and white-centered petechiae in the conjunctivae. Blood cultures 
were positive for Streptococcus viridans, sensitive to 0.03 unit of 
penicillin per milliliter and to 1 vy per milliliter of aureomycin. 
Aureomycin was given in | gm. doses every six hours (Fig. 1). 
The temperature fell promptly to normal, but because the blood 
concentration of aureomycin was only 2 ¥ per milliliter the dose 
was increased to 6 gm. daily. Blood concentrations of aureomy- 
cin increased to 6.6 ¥ per milliliter five and three-quarters hours 
after the previous dose. Aureomycin was continued for a total 
of six weeks. The temperature remained normal, and repeated 
blood cultures were negative. Six weeks later the patient suffered 
a cerebral embolism, but there was no fever and blood cultures 
remained negative. Except for the residuals of a hemiparesis, 
he has been well for 10 months. 


Case 2.—A woman aged 26 had suffered rheumatic fever and 
carditis between April and August, 1945. In July, 1947, she had 
subacute bacterial endocarditis and was treated with 1,600,000 
units of penicillin daily for five weeks. Two weeks later she had 
a therapeutic abortion, and a few weeks thereafter there was a 
recurrence of bacterial endocarditis, complicated by subarach- 
noid hemorrhage and cerebral embolism with aphasia and hemi- 
paresis. This was interpreted as a relapse rather than a re- 
current attack. Recovery followed seven weeks of penicillin 
therapy. In July, 1949, following childbirth, culture of the blood 
was positive for Streptococcus viridans and penicillin was given 
for six weeks for the second attack of subacute bacterial endo- 
carditis. However, the patient relapsed in November, 1949, and 
was retreated with penicillin and streptomycin for five weeks. 
Fever and associated symptoms recurred in December, 1949, 
and she was admitted to the Mount Sinai hospital in January, 
1950. 

Examination disclosed fever, signs of mitral stenosis and 
aortic insufficiency, an Osler node, enlarged spleen, and a hemo- 
globin value of 11.5 gm. per 100 ml. Blood cultures were 
positive for Streptococcus viridans, sensitive to 0.02 unit of peni- 
cillin per milliliter and to less than 0.2 ¥ per milliliter of aureo- 
mycin; i. e., extremely sensitive to both antibiotics. She was 
given 3 gm. daily of aureomycin by mouth, and later 2 gm. 
daily. The temperature promptly returned to normal, and sub- 
sequent blood cultures were negative. Blood levels ranged be- 
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tween 4 and 8 ¥ of aureomycin just before each new dose. This 
was 20 to 40 times the bacteriostatic concentration in vitro. 
Therapy was continued for eight weeks. The patient recovered, 
and there has been no relapse or recurrence for 14 months. 

Case 3.—A man aged 39 was admitted because of fever for 
four weeks and shaking chills for two days. There were signs of 
aortic insufficiency. Blood cultures yielded a growth of Strepto- 
coccus viridans, sensitive to 0.8 y of aureomycin per milliliter. 
Following therapy of 3 gm. daily of aureomycin, the patient felt 
well and blood cultures were negative. After three weeks of 
treatment the dose was reduced to | gm. daily. A positive blood 
culture was obtained, and the dose was again increased to 3 gm. 
daily and continued for five weeks. Blood cultures remained 
negative and the temperature normal throughout this period. 

He was readmitted six weeks after completing this course of 
treatment. One month prior to this second hospital admission 
a tooth was extracted. He received 300,000 units of penicillin 
daily for two days before and three days after the extraction. 
However, fever, headache, weakness, and generalized aches re- 
curred and blood cultures were again positive for Streptococcus 
viridans. Splenomegaly and white-centered petechiae were pres- 
ent. Recovery followed retreatment with 1,300,000 units of 
penicillin daily for five weeks. He has remained well for one 
year. 

Case 4.—A boy aged 15 had suffered rheumatic fever in 1946 
followed by cardiac murmurs. Heart failure appeared six 
months before admission. Fever was discovered two weeks be- 
fore admission and two weeks following a dental extraction. 
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Fig. 1 (case 1).—Recovery following six weeks of treatment with aureo- 
mycin by mouth. 


Examination disclosed fever, signs of aortic insufficiency and 
stenosis and of mitral valvular disease, splenomegaly, and evi- 
dence of heart failure. The hemoglobin was 8.7 gm. per 100 
ml. Blood cultures were positive for Streptococcus viridans, 
sensitive to 0.4 y of aureomycin. 

Four grams of aureomycin was given daily, and the tempera- 
ture gradually fell to normal in four days (Fig. 2). Blood con- 
centration of aureomycin was 3.3 y per milliliter. After 12 days 
of therapy, fever recurred as well as showers of petechiae, 
tenderness, and enlargement of the spleen. The patient suffered 
from intense nausea and vomiting, and there was considerable 
uncertainty that he was taking or retaining the prescribed dosage. 
Aureomycin was discontinued, and 2,400,000 units of penicillin 
daily was given for five weeks. A rapid recovery was effected 
and the patient has remained well for 10 months. 

Cast 6.—A man aged 49 had experienced fever for three 
months, with weight loss, weakness, cough, and several episodes 
of pain in the left costovertebral region. There were signs of 
mitral and aortic valvular disease, white-centered petechiae, and 
splenomegaly. Blood cultures yielded an Enterococcus (Strepto- 
coccus fecalis), sensitive to 1.0 unit of penicillin per milliliter (SO 
times standard resistance) and to 0.6 unit of aureomycin per milli- 
liter (3 times standard resistance). Aureomycin, 6 gm. daily, was 
administered for 10 days with a moderate reduction in tempera- 
ture, but blood cultures remained positive (Fig. 3). After discon- 
tinuance of aureomycin, penicillin was given intramuscularly in 
doses of 24 million units for five weeks with excellent results. 
Recovery has persisted for 10 months. 

Case 7.—A woman aged 28 had been treated at another 
hospital for subacute bacterial endocarditis due to an Enterococ- 
cus (Streptococcus fecalis) with prolonged courses of penicillin 
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and of aureomycin without controlling the infection. After ad- 
mission there were persistent fever and signs of mitral stenosis, 
and blood cultures were repeatedly positive for the Enterococcus 
(Streptococcus fecalis), sensitive to 2 to 4 units of penicillin per 
milliliter (100 times resistance of standard organisms), 2 y of 
aureomycin per milliliter (10 times standard resistance), and 
1 y of chloramphenicol (chloromycetin®™) per milliliter (2 times 
the resistance of standard organism). 
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Fig. 2 (case 4).—Negative cultures, but persistent spikes of fever during 
aureomycin therapy. Relapse one week after completing six weeks of oral 
aureomycin therapy. Subsequent cure with penicillin intramuscularly 
administered for five weeks. 


Six grams of aureomycin was given daily, and the temperature 
fell gradually to below 100 F, but spiked to 101 F with a 
positive blood culture on the fifth day of treatment. When fever 
persisted after 10 days of treatment, despite a negative blood 
culture on that day, chloramphenicol therapy was substituted. 
The temperature fell to normal, and blood cultures were nega- 
tive. After four weeks of treatment, the patient became psychotic 
and had to be transferred to a city hospital, where chlor- 
amphenicol therapy was continued for four more weeks. How- 
ever, shortly after the therapy was discontinued, fever and 
positive blood cultures recurred. The patient was well and blood 
cultures were sterile during eight subsequent weeks of ter- 
ramycin therapy, 12 to 15 gm. daily by mouth, but there was a 
relapse as soon as the drug was discontinued. Finally, relatively 
small average doses of aureomycin, terramycin, chloramphenicol, 
gantrisin® (3,4-dimethyl-S-sulfanilamido-i le), streptomy- 
cin, and penicillin were given simultaneously for six weeks. The 
patient has remained well one year since this treatment ended. 

Case 10.—A man aged 37 had had anemia for several months, 
anorexia and weight loss, night sweats, dyspnea, weakness, and 
a fever of around 101 F. There were signs of aortic and mitral 
insufficiency and stenosis, white-centered petechiae, Osler nodes, 
splenomegaly, anemia, and microscopic hematuria. Numerous 
blood cultures, including arterial, and bone marrow cultures 
were negative. Aureomycin, 3 to 4 gm. daily, was administered 
for seven and one-half weeks with recovery. The patient has 
remained well for 16 months. 
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Fig. 3 (case 6).—Streptococcus fecalis endocarditis. Persistent fever and 
positive blood cultures with aureomycin. Cured by 24 million units daily 
of procaine penicillin intramuscularly administered for five weeks. 


COMMENT 
Results—Among the eight patients with positive 
blood cultures there were only two recoveries result- 
ing from aureomycin therapy. In addition, two of the 
three patients with negative blood cultures recovered as 
a result of aureomycin therapy, making a total of four 
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recoveries resulting from aureomycin therapy among 11 
patients, or 44% (Table). Five of the six patients with 
positive blood cultures who were not cured by aureomy- 
cin subsequently recovered, four as a result of penicillin 
therapy and one as a result of a combination of gantrisin” 
and five antibiotics. Thus 7 of the 8 patients with posi- 
tive blood cultures and 9 of 11 in the total series re- 
covered. Of the four patients in whom recovery could be 
credited to aureomycin, in three penicillin given alone 
or in combination had failed to effect a cure. However, 
in only two of these were the positive blood cultures 
proved to be caused by a nonhemolytic Streptococcus. 
Conversely, in 5 patients with positive blood cultures, 
penicillin alone or combined with other antibiotics cured 
the patient after aureomycin had failed. 
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Causative Organisms, Sensitivity, and Blood Levels.— 
The causative organism was an alpha Streptococcus 
(viridans) in six patients and Streptococcus fecalis 
in two patients. In all instances the isolated organism 
was relatively sensitive to moderate doses of aureomycin, 
the sensitivity ranging usually between 0.2 and 1.0 y per 
milliliter. The standard test organism Bacillis No. 5 (B. 
cereus) is sensitive to 0.2 y per milliliter. Serum aureo- 
mycin levels five to six hours after a dose of aureomycin 
usually ranged between 2 and 6 y per milliliter. This was 
almost always more than 5 times, and usually more than 
10 times, the dose which inhibited growth of the causative 
Organism in vitro. 


Toxic Effects—The only important side reactions 
were moderate to severe gastrointestinal disturbances, es- 


Results of Aureomycin Treatment in Eleven Patients with Subacute Bacterial Endocarditis 


Aureomycin 


Sensitivity Therapy 
Aureo- Penicillin Daily Dura- 
Case Rheumatie Causative mycin Units/ Dose tion 
No. Age Sex Valve Lesion Organism 7 / Ml. Ml. Gm. Weeks Response Subsequent Course 
1 31 M Mitral and Streptococcus 1.0 0.03 4 1% Recovery Cerebral embolism; no 
aortie viridans 6 41. fever; negative blood 
(Ocea culture 
sion 
ally 
less) 
2 26 F Mitral and Streptococcus < 0.2 0.02 3 1 Recovery gesedenecsecs cece 
aortic viridans 2 7 
3 39 M Aortie Streptococcus 0.8 0.03 2-4 8 Controlled but Recovery with penicillin 
viridans relapsed 
4 15 M Mitral and Streptococcus 04 0.04 4 6 Controlled but Recovery with penicillin 
aortie viridans relapsed 2,400,000 units—5 weeks 
5 40 M Mitral Streptococcus 0.6 0.03-0.05 4 3 Temporary Recovery with penicillin 
viridans apyrexia 2,400,000 units—6 weeks 
6 59 M Mitral and Enterococcus 0.6 1.0 6 1% Failed Recovery with penicillin 
aortic (Str. feealis) 24 million units—5 weeks 
7 28 F Mitral Enterocoecus 0.4-2.0 2.0-4.0 6 1% Failed Recovery with combined 
(Str. fecalis) antibioties 
38 63 M Mitral and Streptococcus 0.2-0.4 0.05-0.3 2-4 8 Controlled but Death from heart failure; 
aortie viridans relapsed postmortem healing and 
active bacterial endo- 
carditis; bacteria 
present 
9 41 M Mitral Not recovered 4 6 
10 37 M Mitra! and Not recovered 3-4 
aortic 
ll 49 Mitral and Not recovered 2-46 (Multiple Controlled on Died, heart failure after 
aortic courses) aureomycin; 7 mo. 
4-6 relapse when 


discontinued 


Of the six patients with positive blood cultures who 
were not cured by aureomycin, three had a satisfactory 
clinical and bacteriologic response during aureomycin 
therapy and the course of treatment was continued for a 
full five to eight weeks. Relapse, characterized by fever 
and a positive blood culture, occurred usually within 
three to seven days. 

In the other three patients aureomycin therapy was in- 
terrupted after 10 to 21 days because of an unsatisfactory 
response. In one of these, blood cultures became nega- 
tive but the temperature did not quite fall to normal and 
then mounted gradually. Because the patient was com- 
plaining of intense nausea, vomiting, and diarrhea, and 
because of the imperfect response, penicillin was substi- 
tuted, with prompt clinical improvement and eventual 
recovery. In the other two patients, both with Strepto- 
coccus fecalis endocarditis, aureomycin failed either to 
sterilize the blood or to dissipate the fever, and other 
antibiotics were substituted after 10 and 11 days re- 
spectively. These two patients also recovered. 


pecially anorexia, nausea, and vomiting, and frequently 
diarrhea. These disturbances occurred to some extent 
after the first few days in every one of the 11 patients in 
whom 4 gm. or more of the drug was given daily. Ac- 
cordingly, in only one patient could a daily oral dose of 
6 gm. be maintained for more than four weeks. This pa- 
tient recovered with aureomycin alone. In four patients a 
prescribed dose of 4 gm. daily had to be reduced inter- 
mittently or continuously to 3 gm. or 2 gm. daily by 
mouth, or intravenous therapy was substituted because of 
the gastrointestinal symptoms. In two of these cases low 
blood levels of aureomycin suggested either that the pa- 
tients had not actually swallowed the prescribed dose in 
dread of intense nausea, or they had not absorbed the 
drug because of vomiting and diarrhea. 

Fatal Cases.—Two of the 11 patients treated with 
aureomycin died. One of these (Case 8) had received 
1,200,000 to 8,800,000 units of penicillin with aluminum 
monostearate daily for three weeks, followed without in- 
terruption by four weeks of treatment with aqueous pro- 
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caine penicillin, 2,400,000 units daily. During this period 
blood cultures were negative and the temperature was 
normal or almost normal. Nevertheless, the patient suf- 
fered a relapse within a month and again Streptococcus 
viridans was isolated, which was sensitive to aureomycin 
(0.4 y per milliliter) as well as to penicillin (0.05 unit per 
milliliter). Four grams daily of aureomycin was given 
for two weeks, then 2 gm. daily for nine days, and then 
3 gm. daily for five weeks. During aureomycin therapy 
blood cultures were negative and the patient was afebrile 
and asymptomatic except for mild congestive heart fail- 
ure. There was a prompt relapse with discontinuation of 
the aureomycin therapy. Retreatment with 4,800,000 
units daily of penicillin in combination with 4 gm. daily of 
aureomycin for two weeks, followed by 9,600,000 units 
of penicillin daily for four weeks again controlled the in- 
fection. However, the patient was soon readmitted for ad- 
vanced congestive heart failure with auricular fibrillation 
and died within two days. 

Postmortem examination revealed evidence not only 
of congestive heart failure but also of persistent active 
bacterial infection of the valvular endocardium and of the 
myocardium. Theoretically, adequate doses had been ad- 
ministered to control the infection, except that the doses 
of penicillin were not too generous at the beginning of 
treatment. Failure may be attributed to delay in diag- 
nosis and treatment before the patient’s first admission to 
the hospital. At least three months had elapsed before 
treatment was begun, and by this time both renal in- 
sufficiency and congestive heart failure were present. The 
deep-seated burrowing, destructive valvular lesion which 
had developed, protected by layers of fibrin and fibrinoid 
degenerated valve substance, was probably never ac- 
cessible to adequate penetration by the antibiotics. 

In the second fatal case (Case 11) the diagnosis of 
subacute bacterial endocarditis seemed highly probable 
on clinical grounds but was never definitely established 
by blood culture or postmortem examination. When 
1,200,000 units daily of procaine penicillin had failed to 
control the infection, the patient was given 3 gm. of 
aureomycin daily with prompt restoration of normal 
temperature. Thereafter he was maintained on 2 to 3 gm. 
of aureomycin daily for eight weeks. But fever recurred 
on the third day after aureomycin was discontinued. At 
least four subsequent courses of aureomycin were given, 
each resulting in control of the infection during treat- 
ment, with early relapse after the drug was discontinued. 
After five months of treatment in the hospital, aureomy- 
cin therapy was continued for two and a half additional 
months after he returned home, during which time he feit 
well. He then interrupted treatment and two months later 
he was rehospitalized because of fever, pulmonary in- 
farction (or pneumonia), and advanced congestive heart 
failure. The temperature fell to normal after three days of 
penicillin and aureomycin therapy and the heart failure 
appeared to be greatly improved, when death occurred 
suddenly and unexpectedly. A clinical diagnosis of mas- 
sive pulmonary embolism was made, but postmortem 
examination was not permitted. Apparently, even pro- 
longed control of the infection by aureomycin for five 
months or longer did not serve completely to eradicate 
the infection, which became reactivated each time the 
aureomycin was discontinued. 
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Cases with Cure.-—The four cases in which aureo- 
mycin effected a cure were analyzed to determine what 
features could account for the successful outcome. 

In Case 1, the patient was relatively young, aged 31. 
The onset of illness was six weeks prior to treatment, but 
aureomycin therapy had been given intermittently during 
this period. There was no evidence of heart failure, renal 
insufficiency, or embolic phenomena. The hemoglobin 
level was still well maintained. The causative organism 
was a Streptococcus viridans, inhibited in vitro by | y per 
milliliter of aureomycin. Aureomycin therapy was con- 
tinued for six weeks and the dosage maintained at 6 gm. 
daily for at least four weeks of this period and at 4 to 
5 gm. daily for the other two weeks. High blood levels 
were attained, ranging frequently between 6 and 16 y 
per milliliter five and three-quarter hours after the last 
dose. The favorable outcome may be attributed to the 
youth of the patient, the early initiation of treatment at 
a time when there were minimal clinical symptoms and 
signs, a dosage that was the highest in this series, and 
the relatively high blood concentrations of the drug. Fail- 
ure occurred with causative organisms which were more 
sensitive to aureomycin than was the causative organism 
in this case. 

A second recovery following aureomycin therapy 
(Case 2) also concerned a young patient, aged 26, who 
was free of heart failure or renal insufficiency. Aureo- 
mycin treatment was begun relatively early, within two 
to three weeks after a relapse following a five-week course 
of combined penicillin and streptomycin. The causative 
organism, a Streptococcus viridans inhibited by less than 
0.1 y of aureomycin, was the most sensitive isolated in 
this series. The dose of aureomycin was 3 gm. for a few 
days and then 2 gm. daily for a continuous period of four 
months. Thus of the two cured patients among the eight 
with positive blood cultures one patient had taken the 
highest daily dose for six weeks and the other had taken 
the drug for the longest uninterrupted period of time. 
Considering the extreme sensitivity of the causative or- 
ganism in the latter case, the doses of drug taken yielded 
relatively high blood levels of 4 to 8 y per milliliter, 
which was 20 to 40 times greater than the inhibiting 
concentration in vitro. 

It is harder to analyze the two cases with recovery 
in which the causative organism was not isolated. How- 
ever, it may be pertinent that both patients were free from 
heart failure, renal insufficiency, or gross emboli at the 
time treatment was begun. 

Mechanism of Action of Aureomycin.—The rarity of 
spontaneous recovery, and the need for larger doses and 
more prolonged administration of penicillin in subacute 
bacterial endocarditis than in most other infections, sug- 
gested that the natural body defenses against bacterial 
endocarditis were poor and that cure of the disease de- 
pended almost entirely on the use of an exogenous 
bactericidal agent.* However, aureomycin, like the sul- 
fonamides and unlike penicillin, exerts primarily a bac- 
teriostatic and not a bactericidal effect. While multiplica- 
tion of the nonhemolytic streptococci may be prevented 
by moderate doses of aureomycin, viable organisms per- 
sist and resume their growth and multiplication as soon 
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as they are removed to fresh media without aureomycin. 
Accordingly, in the cases here reported, aureomycin often 
succeeded in the prompt elimination of fever and sterili- 
zation of the blood stream. Nevertheless, despite the 
absence of fever and despite negative blood cultures for 
as long as eight weeks, persistence of clinical improve- 
ment and recovery were observed only in a minority of 
cases. In one case clinical and bacteriologic relapse oc- 
curred each time aureomycin was withheld even after five 
courses of the drug for periods of three to five weeks each. 
These observations suggest that the causative micro- 
organisms were merely inhibited and not destroyed dur- 
ing the period of therapy and that even prolonged bac- 
teriostasis does not permit the body to effect a cure. 

Failure of aureomycin could not be explained by in 
vitro resistance of the causative organism to the anti- 
biotic. In six of the eight cases in which sensitivity was 
determined, the causative micro-organism was inhibited 
by less than 1 y per milliliter of aureomycin. In the other 
two cases occasional determinations showed sensitivities 
as high as 2y and 10 y per milliliter, respectively. On the 
usual dose of | gm. of aureomvycin every six hours, blood 
concentrations of 2 to 5 y per liter were present five to six 
hours after a given dose. While in almost all cases these 
concentrations exceeded the in vitro sensitivities of the 
causative organisms, they did not regularly reach levels 
5 to 10 times the in vitro sensitivity, as is generally de- 
sirable in treating such patients with penicillin. Possibly 
these higher levels represent concentrations of penicillin 
which are bactericidal while the in vitro sensitivities 
which we reported indicate the bacteriostatic concentra- 
tion, i. e., the concentration which inhibits growth and 
multiplication. However, in one infection (Case 6), due 
to Streptococcus fecalis sensitive to 0.6 y of aureomycin 
per milliliter, 6 gm. daily of the drug was ineffective, al- 
though blood aureomycin concentrations were attained 
which were at least nine times the sensitivity of the causa- 
tive organism. More valuable information for treatment 
of subacute bacterial endocarditis might be available if 
the in vitro bactericidal concentration of antibiotics for 
the causative micro-organism was determined instead of 
the bacteriostatic (inhibition) concentration. 

The mechanism of cure in subacute bacterial endo- 
carditis is particularly obscure in one patient with endo- 
carditis due to the Streptococcus fecalis (Case 7). She 
failed to respond to large doses of penicillin and to aureo- 
mycin and relapsed promptly after clinical and bacteri- 
ologic arrest during chloramphenicol therapy. Although 
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the causative organism was especially sensitive to ter- 
ramycin, huge doses (12 to 15 gm. daily) of this drug 
were given for eight weeks, during which time fever was 
absent and blood cultures were negative. Yet there was 
a prompt relapse after the antibiotic was discontinued. 
These observations indicate that chloramphenicol and 
terramycin, like aureomycin, are usually bacteriostatic 
and not bactericidal in the treatment of nonhemolytic 
streptococcal endocarditis. Furthermore, the experience 
with unusually large doses of terramycin suggests that the 
drug is bacteriostatic even in these high doses and that 
a bacteriostatic drug may be ineffective in the treatment 
of subacute bacterial endocarditis even when adminis- 
tered for a long time. Finally, this patient was cured by 
moderate doses of six antibiotics in combination, namely 
aureomycin, terramycin, chloramphenicol, penicillin, 
streptomycin, and gantrisin,” none of which were effec- 
tive when given alone in much larger dosage. While this 
type of shotgun therapy is not recommended as a frequent 
procedure, its use as a measure of desperation and its 
successful result are worthy of note. 


CONCLUSIONS 

Aureomycin, administered orally in doses of 3 to 6 gm. 
daily, was much less effective than intramuscularly ad- 
ministered penicillin in the treatment of subacute bac- 
terial endocarditis due to nonhemolytic streptococci. 
Penicillin administered intramuscularly or intravenously 
remains the drug of choice in the treatment of this dis- 
ease. The desire for an equally effective or superior oral 
medicament for this purpose remains unfulfilled. 

On the other hand, the recovery of two patients with 
aureomycin therapy alone after penicillin had failed sig- 
nifies that aureomycin may serve as a useful therapeutic 
supplement. In vitro studies ° suggest that aureomycin 
may also be useful when combined with penicillin in the 
treatment of some cases of subacute bacterial endocar- 
ditis. When the causative organism in cases of subacute 
bacterial endocarditis is resistant to penicillin or to aureo- 
mycin alone, its sensitivity to this and other combinations 
should be determined in vitro, and that combination em- 
ployed which is most likely to effect a cure. 

Aureomycin should also be considered for use in cases 
of bacterial endocarditis caused by other penicillin-resist- 
ant micro-organisms than nonhemolytic streptococci. 
The increasing number of strains of staphylococci which 
have been found resistant to penicillin,® but usually sensi- 
tive to aureomycin, indicates that aureomycin is a potent 
drug in the treatment of staphylococcic endocarditis * as 
well as other staphylococcic infections. Aureomycin may 
also be indicated as the primary choice in the treatment 
of those occasional cases of bacterial endocarditis caused 
by gram-negative bacilli. Cases of Escherichia coli endo- 
carditis have invariably ended fatally.” Aureomycin is 
effective in the treatment of many strains of Esch. coli 
and should be given a therapeutic trial in future cases of 
endocarditis due to this organism. Aureomycin may 
prove to be preferable to streptomycin in the treatment 
of endocarditis due to Hemophilus parainfluenze or 
H. influenze. The combination of aureomycin with di- 
hydrostreptomycin which has been found to be effective 
in the treatment of brucellosis * might be utilized in the 
occasional case of Brucella endocarditis. 
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SUMMARY 


1. Aureomycin was administered orally to 11 patients 
with subacute bacterial endocarditis due in 8 to non- 
hemolytic streptococci. Four to 6 gm. was given daily in 
intermittent doses for five to eight weeks. 

2. The organism isolated from the blood stream was 
the alpha Streptococcus (viridans) in six patients and 
_ the Streptococcus fecalis (Enterococcus ) in two patients. 
Blood cultures were negative in three patients. 

3. Aureomycin effected a cure in two of the eight pa- 
tients with positive blood cultures. In one of these a re- 
lapse had previously followed an adequate course 
of combined penicillin and streptomycin. Five of the six 
patients who had not recovered with aureomycin were 
subsequently cured by penicillin or by a combination of 
antibiotics. In addition, aureomycin effected a cure in 
two of the three patients with negative biood cultures. 

4. Gastrointestinal symptoms, the sole toxic manifes- 
tation, occurred, usually after prolonged therapy. 


EVOLUTION OF MEDICINE—GREER 103 

5. As a rule aureomycin therapy was followed by 
prompt clinical improvement, restoration of normal tem- 
perature, and negative blood cultures. But within three 
to seven days after stoppage of the drug, fever and posi- 
tive blood cultures recurred. These observations sup- 
ported bacteriological studies which indicated that the ac- 
tion of aureomycin in the doses given is bacteriostatic 
and not bactericidal. 

6. Aureomycin should be regarded only as an adjunct 
to penicillin in the treatment of bacterial endocarditis. 
It is indicated (a) in the treatment of nonhemolytic 
streptoccal endocarditis which has failed to respond to 
penicillin; (b) in other forms of endocarditis due to 
penicillin-resistant organisms, notably penicillin-resistant 
staphylococci; (c) in endocarditis due to gram-negative 
bacilli sensitive to this drug; and (d) in combination with 
other antibiotics when the causative organism is most 
sensitive to such combinations in vitro. 
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There has been through the past ages a slow but pro- 
gressive evolution in the development of medical intel- 
ligence. During the period which followed the appearance 
of man on the earth, paleopathologists have revealed that 
prehistoric man showed definite evidences of disease, 
lesions which conformed to diseases of the present day, 
such as pyorrhea alveolaris, arthritis, periostitis, and 
necrosis. Garrison mentions a probable actinomycosis in 
a Miocene horse and a hemangioma in the bones of a 
Mesozoic dinosaur. Research has furnished ample proof 
that these lesions existed in the Tertiary and Quaternary 
ages, and that prehistoric man was afflicted with patho- 
genic conditions throughout a period of hundreds of 
thousands of years. Prim.tive man viewed illness and 
recovery as a contest between two opponents wielding 
sorcery; the weapons were mythical or magical, and he 
believed that magic must be met by magic and that the 
origin of disease was demonistic. Naturally there arose 
certain persons in each tribe, who, through claims of 
secret power and mythical art and close communion with 
the spirit world, proclaimed theniselves capable of fend- 
ing off demons and appeasing the wrath of an offended 
and angry deity. Many methods, such as religious observ- 
ances (sacrifices, prayer, fumigation, purification, fast- 
ing), as well as the procedure of magic were used to this 
end. The prevention of disease was conceived, the amulet 
being the oldest form of prophylaxis known. Even to our 
times the wearing of bags of asofoetida about the neck to 
protect against disease has survived from the primitive 
custom of wearing on the body portions of animals and 
rare, polished, or odoriferous objects. At that time the 
diagnosis and prognosis of disease was derived only from 
visions and supernatural manifestations. However, in 
spite of the activities of these witch doctors, empirical 
methods were not lost sight of and numerous purgatives, 


stomachics, emetics, vermifuges, aphrodisiacs, narcotics, 
vesicants, and crude surgical practices (cupping, blood- 
letting, scarification, and trephining) were used. 

The Sumerians, about 3000 or 4000 B.C., through 
their higher attainments in the arts of civilization, es- 
pecially astronomy, religion, and the natural sciences, 
gave to the Babylonians and the Assyrians, the Semetic 
conquerors of Mesopotamia, the elements of morals, 
learning, and the arts. They believed that the dependence 
of man on the other world was not only general, but that 
man, to the smallest details, was a copy of the universe, 
and his bodily condition and fate were ultimately depend- 
ent on the heavenly bodies and were to be foretold from 
them. This system survived almost to modern times; the 
family almanac bears mute witness to the prevalence 
today of such erroneous ideas. Through the influence of 
an educated priesthood, Babylonian-Assyrian medicine 
was systematized away from the point of view of a 
demonistic religion colored by astrology. Egyptian medi- 
cine, which dates from 3000 to 2000 B.C., was charac- 
terized by a more active realism allied to a mysticism 
which leaned strongly toward the material, in that it was 
abundantly empirical in spite of its mysticism, and its 
physicians acquired high reputations. Homer (in Pope’s 
translation of the “Odyssey,” Book iv, lines 320-325) 
praises the high position of medicine in Egypt, saying of 
the country: 

where prolific 


Nile with various simples clothes the fatten’d soil 


From Paeon sprung, their patron-god imparts 
To all the Pharian race his healing arts 


Read before the Section on Diseases of the Chest at the One Hun- 
dredth Annual Session of the American Medical Association, Atlantic City, 
June 13, 1951. 
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and Herodotus indicates their tendency toward special- 
ization when he writes “one treats only the diseases of 
the eye, another those of the head, the teeth, the abdomen 
or the internal organs.” It seems certain that Egypt exer- 
cised a powerful influence on the beginning of medicine 
in Judah and Greece, and through these countries on the 
future development of the art. 

Greek medicine, although thousands of years younger 
than Oriental lore, links the remains of Oriental literature 
to the writings of Hippocrates, which were for a long 
time held to be the beginning, whereas they were really 
the completion, of Greek medical science, which con- 
tained the seed of all future medical development. Greek 
medicine was exhibited in its pure form from about 500 
B.C., until the rise of the Roman Empire. The roots of 
the Greek system of medicine were obtained from va- 
rious sources: From the conquered Minoans it is prob- 
able they derived certain ideas on sanitation, as well as 
the principles of the cult of the serpent associated with 
Asculapius; from Mesopotamia came some of their more 
superstitious beliefs and a great treasury of astrological 
observation and anatomical knowledge, derived from the 
entrails of animals used in divination; from Egypt came 
many drugs, certain forms of surgical instruments, and a 
basis of medical ethics. Here the healing art rose above 
the level of formal dogma and mere empiricism, with- 
drew from the temple cult, and attempted to rear a syn- 
thetic organism of medical science, using deduction as 
the one sovereign method. 

The march of medical science moving by fits and 
starts, finally reached its conclusion in the work of Galen, 
who attempted to transform Hippocratic art into a sys- 
tematized science. And for many centuries medicine 
made no further progress, having seemed to have reached 
its supreme culmination in the work of the great physi- 
cian of Pergamum, and the following 1,300 years were 
dominated with his ideas until they were destroyed by the 
researches of Harvey in the 17th century. After this pe- 
riod a group of surgeons, Roger Frugardi of Salerno, 
Jean Pitard, William of Saliceto, Lanfranc of Milan, 
Henry of Hermodeville, and Guy de Chuliac, thrust aside 
the rationalistic attitude of scientific inquiry and made 
therapy their aim. Although they were bitterly opposed 
by the physicians, the surgeons constantly increased in 
power, and with the appearance of Ambroise Paré and 
Pierre Franco in the 16th century, the therapeutic and 
empirical position shook the foundations of dogmatic in- 
ternal medicine. Galen’s ideas became more and more 
discredited, and it remained for Paracelsus to dismiss the 
elaborate Galenic pathology of centuries, and to hark 
back to the Hippocratic principles and stress work on 
and for results. During the 17th century the great meta- 
physical revival of that day tended, again, to a reversion 
to the former hazy general pathology. But Sydenham 
came to the rescue of the Hippocratic principles and 
again turned his attention to the sick man; he regarded 
his individual symptoms not as distinct entities and in- 
sisted on observing his reactions as a whole. Chesterfield 
in his “Letters to His Son,” Oct. 4, 1776, emphasized 
the changing pattern of thought among physicians during 
the 18th century when he wrote: 
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Do not imagine that the knowledge, which I so much recom- 
mend to you is confined to books, pleasing, useful as that knowl- 
edge is. But | comprehend in it the great knowledge of the world, 
still more necessary than that of books. In truth, they assist one 
another reciprocally; and no man will have either perfectly who 
has not both. The knowledge of the world is only to be acquired 
in the world, and not in a closet. Books alone will never teach 
it to you; but they will suggest many things to your observation 
which might otherwise escape you; and your own observations 
upon mankind, when compared with those which you will 
find in books, will help you to fix the true point. 


Very little was actively done to combat disease itself, 
great attention being paid to careful observation of the 
patient. The need for therapy seemed imperative, and 
this created attempts like Hahnemann’s homeopathy to 
fill this need. 

The great French school of Andral, Louis, and Laen- 
nec brought a shift from prognosis and therapy to diag- 
nosis, and this characteristic prevailed throughout the 
19th century. The work of R. T. H. Laennec heralded a 
new epoch of scientific medicine. His invention and 
adaptation of the stethoscope was even more important 
than the introduction of percussion, previously advocated 
by Leonard Auenbrugger. Allied with this urge toward 
anatomic diagnosis, there came down through the 19th 
century a closer study of physiology and pathology, leav- 
ing the Sydenhamian principles of purely symptomatic 
diagnosis not forgotten but somewhat in the background. 
But during this period great strides in medical knowledge 
were made. Metaphysical and transcendental tendencies 
were Overcome largely through the doctrines of the 
philosopher F. W. von Schelling and the study of nature 
and all forms of animal life, seeking a solution for com- 
plex biological problems and discarding reliance on the 
philosophical hypothesis of the past. The progress of 
chemistry also stimulated the quest for truth. Schleiden 
and Schwann’s discovery of the cellular nature of living 
tissues, Robert Brown’s discovery of the cell nucleus, and 
Virchow’s teaching of cellular pathology established the 
cornerstone for modern biology. The work of Pasteur, 
Koch, Darwin, Bichat, Magendie, Claud Bernard, Karl 
Ludwig, William Beaumont, Helmholtz, and the clin- 
iclans Laennec, Richard Bright, Thomas Addison, Josef 
Skoda, Johann Lucas Schénlein, the surgeons Dupuy- 
tren, Lister, Crawford Long, and many other notable 
physicians added to the medical luster of the 19th cen- 
tury. 

Medicine, as we know it today, has evolved through a 
tediously slow, cumulative process, impeded in its pro- 
gress by an alternation of facts and knowledge, which 
have been lost and regained, again, after lapses of cen- 
turies. To illustrate the fact that most all things new have 
been forgotten, a notable example is that Fracatarious 
suggested in the 16th century that tuberculosis was con- 
tagious. A study of the evolution of medical theories 
throughout the distant and not too distant past, viewing 
the road ahead of us with knowledge and appraisal of the 
road behind us, should bear fruit and accelerate the 
advancement of medical knowledge. With the opening 
of the present century we find progress in medical science 
strongly aligned with a great spirit for research. The de- 
velopment of physics, chemistry, and the biological 
sciences stimulated investigators to hitherto unknown 
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heights of progress. Notably in this connection I must 
mention the value to the 20th century investigations of 
Emil Fischer’s work on proteins, Kossel’s and Miescher- 
Ruesch’s on nucleins, the discovery of electrons by Sir 
J. J. Thomson, Crookes’ description of the cathode rays, 
and the discovery of the roentgen ray by Roentgen in the 
closing years of the 19th century. Becquerel’s discovery 
of the radioactivity of uranium in 1896 led Marie Curie 
to identify a new element, radium. Work in a new field of 
experimental cytology and the genetic study of chromo- 
somes followed. Great activity and advanced knowledge 
in physiology became evident (analysis of the physico- 
chemical changes in the blood, studies of electrolyte 
balance, Alexis Carrel’s “isolated heart,” the reservoir 
function of the spleen, studies of renal function). Within 
the past few decades important work has been done in 
physiology (the hormones, shock and blood transfusion, 
muscle tone, respiration), in bacteriology (the Schick 
test, toxin-antitoxin and toxoid in diphtheria, the work 
of the Dicks in scarlatina, work in botulism, syphilis, and 
typhus fever). Progress in medicine has been rapid, and 
outstanding advancements are liver extract in anemia, 
malarial treatment of general paralysis of the insane, in- 
sulin treatment in diabetes, the anaphylactic nature of 
asthma, the use of iodine and thiouracil in goiter, the 
treatment of tuberculosis with the sulfones and para- 
aminosalicylic acid, tibione, and streptomycin, and the 
discovery of the antibiotics. There have been extensive 
additions to our knowledge of electrocardiography, radi- 
ology, and roentgenology. 


An attempt has been made in this paper to bring be-° 


fore the reader the successive steps of medical thought 
from the hazy horizon of antiquity to the brighter light 
of the present day, more greatly illuminated by the tre- 
mendous strides in the science of chemistry and physics. 
There has been a gradual tendency, constantly develop- 
ing, during the past two centuries to study the disease 
itself to the exclusion of its host—man. A return to a 
modification of the Hippocratic tendency to view man 
as a whole, as well as his disease, seems timely. Browning 
aptly states my point when he writes: 

I possess two sorts of knowledge: one—vast, shadowy, 

Hints of the unbounded aim I once pursued,— 

The other consists of many secrets, caught 

While bent on nobler prize—perhaps a few 


Prime principles which may conduct too much; 
The last I offer to my followers here. 


The practice of medicine in the past two decades has 
undergone profound changes. The science and the art of 
medicine are irrevocably entwined in the practice of 
medicine. A successful practitioner must be a medical 
scientist and a worker for the people, knowing the laws 
of nature, possessing calm judgment, capable of realistic 
reasoning, and possessing an abundance of intuition. 
With the introduction of laboratory methods for diag- 
nosis, a tendency to rely too greatly on such tests and 
abrogation of bedside and clinical observations resulted. 
This mistake was due to ignorance of the limitations of 
such tests. Today expert physicians tend to scrutinize and 
evaluate information from both the laboratory and bed- 
side observation, and certainly this is the best method 
of procedure. 
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But what of the physician of tomorrow? Unfortu- 
nately for accuracy in the diagnosis and treatment of dis- 
ease there is no standard for normality to apply to a 
human being. From a medical standpoint a normal or 
average person Is one who has the kind of responsiveness, 
or we might say the biological reactivity, which is ade- 
quate to protect him from the normal environmental 
hazards of life. We regret that all persons are not 
“healthy” in this sense. Disease occurs when personal 
deviations are so great that compensatory or adaptive 
processes temporarily or permanently fail to make the 
person adequately responsive. Therefore, we must ap- 
preciate that it is the totality of conditions (internal and 
external) and not a single factor (germ or otherwise) 
which is causative. The physician of tomorrow must view 
disease with the telescope as well as with the microscope. 
Biological, sociological, and psychological influences 
must be considered as well as the bacteriological and 
pathological factors. Will the point of view of the future 
physician be solely confined to the pathology of disease? 
Or will he take proper cognizance of the varying influ- 
ences of the manifold reactions in the soil on which the 
disease has chosen to encroach? I believe the answer is 
affirmatively in favor of the last question and that the 
physician will temper the use of his array of scientific 
facts with an honest attempt to evaluate their effect on 
man—the Personality. | am not advocating a departure 
from the scientific attitude, ready to discard the great 
achievements of the past. To do so would be to hark 
back to the inconsistencies of the Middle Ages. The phy- 
sician of tomorrow will use these facts, through a greater 
experience, with more effectiveness than we do today, 
but he will add a fuller, more comprehensive understand- 
ing of the complicated, intricate processes which go to 
make up the personality of man. The complexities and 
the ramifying avenues of a greater civilization may fur- 
ther intensify the effects of that civilization on man, new 
problems will arise, new diseases will become evident, 
man himself will doubtless be a more highly developed 
Organism; but the essential principle will remain—we 
must view disease not apart from but with man. The 
physician of the future must be versed in the humanities 
as well as the sciences, and his success in the science of 
medicine must go hand in hand with his appreciation of 
its art; he must never forget the assertion of Hippocrates 
that where there is love of man there is also love of the 
art of medicine. 
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New Remedies.—For the ethical and proper announcing of ad- 
vances in medicine, physicians are honor bound to present their 
findings before scientific and medical forums, to submit their 
manuscripts to appropriate journals and to abide by the judg- 
ment of their peers, which is necessarily and rightfully conserva- 
tive on the matter of accepting widely-touted discoveries at face 
value On one person’s say-so. No significant contribution can 
be withheld through reactionary opposition. The mission of the 
investigator is to present new facts, open to scientific analysis, 
duplication and verification by others. It has been found tedious 
avd unfruitful to have to confirm work performed with secret 
formulas and recipes—even if trademarked. In a scientific paper, 
a fully-revealed factual content is the only basis for its con- 
clusions, and it is of critical importance that therapeutic studies 
be adequately controlled.—Editorial, Strip-Tease Therapeusis, 
The New England Journal of Medicine, Sept. 6, 1951. 
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RADIATION 


LEAD GLASS FABRIC 


Vincent W. Archer, M.D., George Cooper Jr., M.D., J. G. Kroll, M.D. 


and 


D. A. Cunningham, M.D., Charlottesville, Va. 


The increased incidence of leukemia in physicians ex- 


posed to radiation is a matter of interest and concern to 
all persons dealing with radiation. Two reports in partic- 
ular have stimulated this interest. In 1944, March’s ' 
article in Radiology pointed out this hazard. In 1946, 
Ulrich’s * analysis of the obituary notices in the Journal 
of the American Medical Association for the 10-year 
period 1935-1944 was published in the New England 
Journal of Medicine. His study showed eight times as 
many deaths from leukemia among those listed as special- 
izing in radiology as would be expected on a statistical 
basis. 
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Fig. 1.--Chart showing percentage of transmission of the x-ray beam 


through varying thicknesses of lead glass fabric using several different 
voltages 


Henshaw * reported that he had almost uniformly pro- 
duced leukemia in mice by exposure to radiation. His 
work, in conjunction with Ulrich’s statistical analysis of 
causes of death of physicians, adds strength to the theory 
that radiation may and probably does produce leukemia 
in some exposed persons. 


From the Department of Roentgenology, University of Virginia Hos- 
pital. 
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The question naturally arises as to why leukemia 
does not develop in all persons receiving small amounts 
of radiation over long periods of time as do the experi- 
mental animals. In reply, it might be pointed out that 
only a small percentage of smokers have carcinoma of 
the lip or tongue but that a very high percentage of these 
lesions develop in smokers. As pointed out by Evarts 
Graham ‘ the same is true of cancer of the lung. Similarly, 
cancer of the cervix does not develop in all patients with 
cervicitis, but an extremely high percentage of patients 
with cervical cancer had pre-existing cervicitis. Many 
workers in the field of cancer believe that certain indi- 
viduals have what might be termed a “malignant tend- 
ency” and that chronic irritation may touch off a carci- 
nomatous change in these susceptible persons. Might not 
some persons have delicately balanced hemopoietic sys- 
tems which long-continued slight radiological insult may 
change into leukemia? Whatever the causative relation- 
ship, it seems logical to connect the high incidence of 
leukemia in persons exposed to radiation with the pro- 
duction of leukemia in experimental animals by radiation. 

In thinking over this problem we came to the conclu- 
sion that exposure of parts of the body not covered by 
conventional protective devices might be responsible for 
the abnormal frequency of leukemia in radiologists. With 
the usual protection the portion of the arm above the 
lead rubber glove is exposed. Neither the shoulders nor 
the body above the upper margin of the lead rubber apron 
is shielded. The portion of the leg below the apron is 
unprotected unless a lead-backed chair is used. 

We considered all of the foregoing facts and concluded 
that some garment should be devised to cover the por- 
tions of the body not presently: protected. Any material 
used should be flexible enough to drape over the legs, 
shoulders, and arms, resistant to cracking in sharply 
flexed areas, cleanable, and at least fairly comfortable. 
All types of protective materials were studied in an at- 
tempt to find a suitable substance, but none of them 
seemed to fill all of these requirements. We then con- 
ceived the idea of spun lead glass woven into a fabric. 
Ordinary spun glass fabric is widely used, so why not 
lead glass fabric? 

The Owens-Corning Fiberglas research laboratory 
was visited, and it was learned that lead glass had been 
spun into thread in 1941 following the suggestion of 
Lewison,° who described it in the Bulletin of the Amer- 
ican College of Surgeons. Lewison used the thread as a 
radiopaque medium solely for the x-ray identification of 
sponges in surgical procedures. Under contract with us, 
the Fiberglas research laboratory produced a quantity of 
this lead glass thread and wove it into a cloth. 

After receiving the cloth our next step was to deter- 
mine the percentage of transmission through varying 
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thicknesses of this material, using several different volt- 
ages in the production of the x-ray beam (Fig. 1). For 
comparison with sheet lead, a second series of measure- 
ments was made with the same voltages as were employed 
in the lead glass fabric measurements (Fig. 2). Com- 
parison of the two sets of measurements shows that one 
thickness of lead glass fabric is equivalent in protection 
to 0.035 mm. of sheet lead. 

Our next problem was to determine how much protec- 
tion was needed over various parts of the body. When our 
work was begun, over two years ago, there were no ac- 
curate figures available in the literature. At the suggestion 
of Dr. Lauriston Taylor of the National Bureau of 
Standards, Secretary of the International Commission on 
Radiological Protection, measurements were made of the 
amount of radiation received on different sections of the 
body under actual working conditions in our own x-ray 
department. Large intraoral dental film packets were 
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Fig. 2.—-Chart showing percentage of transmission of the x-ray beams 
through sheet lead using the same voltages as in Fig. 1. 


made up (Fig. 3) and were worn over eight different 
parts of the body (Fig. 4). The location and amount of 
radiation in milliroentgens received during 43 fluoro- 
scopic examinations are shown in the left portion of 
Figure 4. The right portion of Figure 4 shows in milli- 
roenitgens the protection afforded by varying thicknesses 
of lead glass fabric, The density readings of the films were 
made on an Owens-Sweet densitometer, and these in 
turn were double-checked by a thin-walled chamber stray 
radiation meter. The quality or voltage equivalent of 
stray radiation was checked by Carl Braestrup of New 
York City and was found, contrary to general belief, to 
be practically the same as the primary radiation received 
by the patient. In our department this is usually 80 kv. 
in fluoroscopic work. 

After these measurements had been obtained and the 
amount of radiation received by the operator on various 
parts of the body had been noted, a gown was constructed 
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with multiple layers of lead glass fabric protecting the 
parts receiving the most radiation. The experimental 
gown had the following thicknesses: abdomen, 5 layers, 
chest, 3, lower skirt, 2, shoulders to elbows, 2, lower 
arms, 3, back, open. The weight of this gown was 1012 


No Lead Glass Fabric 


One-ply Lead 
Glass Fabric 


Twoerply Lead The ly Lead 
Glass Giese Pobrie 


Fig. 3.—Drawing showing how intraoral dental film packets of Kodak 
Occlusal Superspeed film were partially covered with varying thicknesses 
of lead glass fabric, with one portion left uncovered. The packets were 
worn during 43 fluoroscopic examinations, 24 of the stomach, 15 of the 
colon, and 4 of the esophagus, during a total of 1 hour, 59 minutes, and 
42 seconds of activation of the fluoroscopic tube. 


Ib. (4.7 kg.) as compared with 11 Ib. (S kg.) for a con- 


ventional lead rubber apron, although all parts of the 
body receiving appreciable amounts of radiation were 
fully protected. It was so flexible, however, that over half 
of the weight was belted in at the waist and much of the 
weight of the upper half was draped over the shoulders. 

When one recalls that the present “tolerance dose” of 
radiation is 300 milliroentgens per week (Fig. 4) it is 
seen that much more protection than is necessary was 
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Fig. 4.—Drawing showing radiation in milliroentgens received by opera- 
tor when no protection was used during 43 fluoroscopic examinations 
(left) and radiation received through various thicknesses of lead glass 
fabric during 43 fluoroscopic examinations (right). 


incorporated into this experimental gown. However, since 
no one really knows what amount of radiation might be 
harmful, it seems wise to give as much protection as can 
be given without making the gown too heavy for comfort. 
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It should be remembered that the measurements pre- 
sented were made under our own working conditions. 
From conversations with many persons concerning the 
amount of protection needed, it is apparent that this 
varies greatly according to varying working conditions. 
The number of examinations done and the actual time 
of activating of the fluoroscopic tube certainly play a 
large part in determining the protection needed. The 
location of walls which will scatter the secondary radia- 
tion also plays a not inconsiderable role. By far the 
greatest variable is the size of the image on the fluoro- 
scopic screen. Figure 5 shows the tremendous increase 
in radiation received by the operator when a large screen 
image is used. This is a fact not generally realized by 
those untrained in the physics of radiation and presents 
a real hazard to the nonradiologist who has a fluoroscope 
in his office. It is therefore apparent that no general state- 
ments can be made as to the need for protection based 
on the number of examinations, since working conditions 
so greatly alter the amount of radiation received. 

The advantages of this garment are as follows: (1) 
complete protection over all exposed portions of the 
body; (2) flexibility, so that the necessary weight is 
evenly distributed over the body; (3) durability, shown 
by flexing tests made at the Institute of Textile Technol- 
ogy with 22,000 flexes over a 14 in. sq. shaft in one direc- 
tion and 22,000 in the opposite direction with no micro- 
scopic breakage seen; and (4) cleanability, since the 
garment may be washed with soap and water. 
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Fig. 5.—Chart showing tremendous increase in scattered radiation re- 
ceived by operator when the shutter aperture is open during fluoroscopy. 


It is obvious that this material may be used as protec- 
tion in marking off skin surfaces in superficial x-ray treat- 
ment, since it is easily folded into as many thicknesses as 
desired and is as flexible as a towel, so that areas may be 
easily demarcated. It can be cleaned very readily, is 
whitish in color, and aesthetically is much preferable to 
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lead foil for this reason alone. It may be used as a curtain 
to block off radiation in a superficial therapy room or in 
a radiographic room where such procedures as angi- 
ography and cardiac catheterization are being performed. 

Lead glass fabric is very efficient in protection against 
beta radiation of atomic fission products; naturally, no 
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Fig. 6.—Chart showing protection afforded against beta radiation of 
radioactive isotope P** by various thicknesses of lead glass fabric. 


wearable weight of any type of material will afford pro- 
tection against gamma radiation. The protection of lead 
glass fabric against beta radiation of P** as compared 
with other substances tested is shown in Figure 6. 


SUMMARY 

Lead glass fabric affords excellent protection against 
x-radiation. It may be used as a durable, flexible, clean- 
able garment, or in place of lead foil or lead rubber in 
superficial treatment. It may be used as a protective cur- 
tain. Lead glass fabric is very efficient in protecting 
against beta radiation of atomic fission products. 


University P. O. Box 1637. 


Biochemical Tests in Cancer Diagnosis.—Biochemical methods 
have come to occupy an increasingly important place in the 
diagnosis of disease, and a number of different biochemical 
studies may contribute significantly to establishing the diagnosis 
of certain types of malignant tumors. In general, these tests do 
not specifically establish the diagnosis of a malignant tumor as 
a biopsy does. Rather, they contribute information which, when 
integrated with the clinical findings, may help to point the way 
to the correct diagnosis. There is one exception to this, in that 
a markedly increased concentration of the enzyme acid phos- 
phatase in serum will establish the diagnosis of carcinoma of 
the prostate gland with a degree of accuracy approaching that 
of microscopic examination of biopsy material. Unfortunately, 
this is probably the only biochemical test that can be used to 
establish the diagnosis of a malignant tumor in man. There are, 
however, a number of other biochemical tests which may help 
the clinician to a considerable degree in diagnosing certain types 
of cancer, provided they are interpreted intelligently and inte- 
grated with the entire clinical picture.—Ralph Jones Jr., M.D., 
Biochemical Methods in the Diagnosis of Malignancy, The Medi- 
cal Clinics of North America, November, 1951. 
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LIVER BIOPSY AND LIVER FUNCTION 


TESTS 


COMPLEMENTARY ROLES IN DIAGNOSIS OF LIVER DISEASE 


J. Edward Berk, M.D. 


and 


Harry Shay, M.D., Philadelphia 


Development of the technique for liver aspiration 
biopsy appears to have created the impression in some 
quarters that this procedure may supplant liver func- 
tion tests. We wish to point out that both aspiration 
biopsy and function tests have a definite field of useful- 
ness and that they are neither competitive nor mutually 
exclusive. 

Several investigators have attempted to correlate the 
results of liver function tests with observed structural 
changes in various disorders of the liver.’ Their observa- 
tions have not led to uniform conclusions. If they have 
served to establish any correlation, it is merely a rough 
parallelism between the severity or degree of diffuse 
parenchymal cell damage on the one hand, and impair- 
ment of hepatocellular function on the other. Such results 
are not surprising. Earlier efforts failed to correlate struc- 
ture and function in diseases of the kidney. Even more 
difficulty would be expected in an organ possessed, as is 
the liver, of such diverse and complex functions. 

Liver function tests are primarily designed to evaluate 
the functional integrity of the liver. They may indicate 
hepatic disease by revealing impairment in hepatic func- 
tion, but they provide.no information regarding the pre- 
cise nature of the causative lesion. Their usefulness in 
evaluation of liver disease and interpretation of clinical 
problems involving the liver has been repeatedly demon- 
strated. It should be stressed, however, that they serve 
best as diagnostic tools when correlated with clinical and 
other laboratory findings. It may be objected that not all 
the tests referred to as liver function tests measure a 
known specific function of the liver. A positive thymol 
turbidity test, for example, appears to result basically 
from certain alterations in serum proteins and lipids 
that may be brought about by disturbances other than in 
liver function. Nevertheless, this test and the other serum 
flocculation tests to which the same objection might be 
raised have been positive so frequently in disorders with 
hepatic involvement that they have come to be looked 
upon as indicators of liver derangement. 

Liver biopsy is primarily concerned with structure. It 
is intended to show the extent and degree to which the 
hepatic architecture has been altered and to identify, if 
possible, the pathologic process that may be present. It 
yields no information regarding the functional integrity 
of the liver. Our experience in a series of 45 consecutive 
cases in which biopsy was performed because of clinical 
suspicion of some type of liver disease is illustrative of 
the contribution this method of study may make to the 
accurate appraisal of liver disease. These cases are ex- 
clusive of other groups of specially selected cases in 
which aspiration biopsy was done as part of a systematic 
study of certain diseases. In each of the cases comprising 
the group under consideration, comparison was made 
between the clinical diagnosis prior to biopsy and the 
histopathologic diagnosis arrived at after study of the bi- 


opsy specimen. The prebiopsy impression in each instance 
was that formed by the clinician on the basis of history, 
physical findings, and general laboratory and roentgen- 
ologic examinations and was without benefit of detailed 
liver function studies. In 12 of these 45 cases (26.6% ) 
the diagnosis established by biopsy proved to be sig- 
nificantly different from that arrived at clinically (Table 
1). 
When hepatic cell structure is altered by a pathologic 
process, function may be expected to suffer to a greater 
or lesser degree. Conversely, when functional derange- 
ment is demonstrated, some degree of structural ab- 
normality may be suspected. Such correlative association 


TABLE 1.—Comparison of Prebiopsy and Postbiopsy Diagnoses 
in Twelve Cases of Clinically Suspected Liver Disease 
Prebiopsy Clinical Diagnosis 
1. Cirrhosis, aleoholie 


Histopathologie Diagnosis 

Normal liver except for possibly 
slight increase in portal fibrous 
tissue 

Normal liver 

Careinoina (hepatoma?) 

Carcinoma (cholangioma?’) 

Normal liver 

Sarcoidosis 

Periportal fibrosis with inflamma- 
tory cell infiltration 

Normal liver except for nuclear 
vacuolation of questionable sig- 
nifleance 

Slight increase in portal fibrous 
tissue with some inflummutory 
cell infiltration in portal triads 

Careinoma (hepatoma) 


. Cirrhosis, nutritional 
Cirrhosis 

Cirrhosis, obstructive biliary 
Metastatic carcinoma 
Metastatie carcinoma 
Metastatic carcinoma 


a> w 


8. Fatty liver 


9. Hemochromatosis 


10. Hepatitis associated with Lis- 
teria monocytogenes septicemia 

ll. Hepatie syphilis 

12. Pulmonary tuberculosis with 
hepatomegaly (tubereulous 
hepatitis’) 


Metastatic carcinoma 
Portal fibrosis 


is not always to be found, however; indeed, there is often 
substantial discrepancy between the two. This is well 
illustrated by a set of observations we have made in a 
group of 40 patients clinically suspected of having some 
disorder of the liver. In every case but two a battery of 
liver function tests was conducted on blood samples 
taken at the time aspiration liver biopsy was performed. 
In one of the two exceptions, a case of metastatic carci- 
noma, liver functions were not tested until seven days 
after biopsy; in the second exception the liver showed 
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nothing more than some nuclear vacuolation, and liver 
function tests had been conducted two days before 
biopsy. 

On the basis of the results of the function tests, these 
cases were divided into three groups: (1) those in which 
all tests were uniformly negative; (2) those with only 
One test (Or more than one test of a group measuring 
essentially the same function) positive; and (3) those 
with two or more tests of different functions positive. 
This division was made to avoid dogmatic interpretation 
of a single liver function test and also because it was 
realized that the results of some of these tests may be 
influenced by extrahepatic factors. Similarly, with re- 
spect to the histopathologic observations, the cases were 
separated into: (1) those without discernible abnor- 
mality; (2) those with minor or poorly defined changes; 
and (3) those with definite and clear-cut alterations. 

As may be seen in Table 2, liver function was un- 
questionably disturbed in 73% , while in 65% there were 
clearly defined pathologic alierations in the structure of 
the liver. Although comparisons are drawn between two 
types of study, each singly performed, the close agree- 


TABLE 2.—Comparative Results of Simultaneously Performed 
Liver Function Tests and Aspiration Biopsy in Forty Cases 
of Clinically Suspected Liver Disease 


No. of 
Cases centage 

Liver function 

1 test positive (or more than 1 test in same group). x 20 

2 or more tests positive (different groups)........... 2 72.5 
Liver Biopsy 

Minor histopathologic 10 25 

Well-defined histopathologic changes.................. 26 65 


ment between liver function and biopsy with respect to 
percentage of cases with abnormal and normal findings 
is apparent. What is not apparent, however, is the Jack 
of absolute correlation between these measures of struc- 
ture and function. Thus, in each of the four cases con- 
sidered entirely normal by biopsy there was aberration 
in at least one of the functions measured. Of the 10 cases 
in which there were minor histopathologic alterations, 
the liver was functionally intact in only one; in eight 
cases there was impairment of two different liver func- 
tions, and in the remaining case there was derangement 
of one of the functions. Conversely, of the three cases 
with uniformly negative liver function tests, there were 
minor abnormalities in one and clear-cut and well-de- 
fined structural abnormalities in the other two. 

The application of liver function tests and biopsy in 
the evaluation of clinical problems and the correlation 
of these methods of study with each other, as well as with 
the clinical features, is illustrated by the following cases. 


REPORT OF CASES 


Case 1.—E. J., a Negro, 15 years of age, was admitted to the 
hospital because of jaundice and recurring episodes of sharp 
umbilical pain occasionally associated with nausea and vomit- 
ing. The first such episode had occurred at the age of 13, about 
two years prior to admission. Physical examination disclosed an 
underdeveloped adolescent who was pale and obviously jaun- 
diced. The heart was enlarged, and a systolic murmur was audi- 
ble over the entire precordium. The liver and spleen could not be 
felt. Laboratory tests demonstrated anemia, with 2,250,000 
erythrocytes per cubic millimeter and 6.8 gm. of hemoglobin 
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per 100 cc. of blood. Sickle cells were noted in the blood smear, 
along with anisocytosis, poikilocytosis, and polychromatophilia. 
There was a pronounced degree of sickling of the red blood cells 
in blood maintained in a reduced oxygen atmosphere. The leu- 
kocytes ranged in number from 12,800 to 18,100 per cubic: 
millimeter of blood. Spontaneously voided urine was dark 
brown in color, and on shaking, the overlying foam was bile- 
tinted. The results of a battery of liver function tests are given 
in Table 3. 

The gallbladder could not be visualized roentgenologically 
after oral administration of iodoalphionic acid (priodax®). In the 
region of the gallbladder, however, there was a cluster of par- 
tially opaque calculi. A smaller group of similar shadows, inter- 
preted as calculi, was observed in the neighborhood of the cystic 
duct. Liver aspiration biopsy showed the sinusoids to be dilated 
and filled with blood. There were collections of bile pigment 
within many of the bile canaliculi and in some of the polygonal 
cells as well. There was no evidence of inflammatory reaction, 
and the parenchymal cells appeared to be intact. The section was 
interpreted as showing congestion and bile stasis. 

This case of established sickle cell anemia in a young 
Negro with jaundice and cholelithiasis illustrates how 
the combination of a battery of liver function tests and 
liver biopsy may clarify a clinical problem of jaundice. 
Clinically, the discoloration of the urine was itself evi- 
dence that regurgitation jaundice was present in addition 
to the hemolytic jaundice. However, it was still uncer- 
tain whether the regurgitation jaundice was caused by 
associated hepatocellular dysfunction, or calculus ob- 
struction, or both. Liver function tests confirmed the 
element of regurgitation by demonstrating pronounced 
increase in prompt direct reacting bilirubin. The 
hepatogram generally favored extrahepatic obstruction, 
but there was also indication of impaired hepatocellular 
function in the lower rates of ester to total serum cho- 
lesterol. The latter may be interpreted as largely a reflec- 
tion of diffuse hepatic impairment secondary to the 
anoxia and hemolysis, but it is also possible that some 
of the diffuse impairment reflected by this test may have 
resulted from extrahepatic obstruction. The sulfobromo- 
phthalein sodium (bromsulphalein® ) retention could not 
be properly interpreted, because of hyperbilirubinemia. 
Liver biopsy showed that the polygonal cells were mor- 
phologically intact and that the principal structural alter- 
ation was bile stasis indicative of extrahepatic obstruc- 
tion. 

When the information obtained from each of these 
approaches was combined, it was clear that the jaundice 
was caused not only by hemolysis, but also by extrahe- 
patic obstruction, probably the result of stone, and by 
hepatic dysfunction secondary to one or both of these. 

Case 2.—H. J., a 34-year-old Negro was admitted to the hos- 
pital because of jaundice and abdominal pain, which had been 
recurring intermittently over the preceding two years. The pain 
was dull, constant, and distributed in band-like fashion over the 
upper abdomen. Pain frequently radiated directly through to the 
back. Appetite was impaired during the painful episodes, and 
occasionally there was nausea, and sometimes vomiting. The 
urine always became dark, and the patient believed his “eyes 
were yellowed” with each attack of pain. Each episode usually 
lasted only one to two days. In the three weeks prior to admis- 
sion he had lost 20 Ib. (9.1 kg.). 

Physical examination disclosed a poorly nourished adult 
Negro, whose scleras were distinctly jaundiced. The liver ex- 
tended about 4 cm. below the costal cage; it presented a smooth 
surface and sharp edge and was not tender. The spleen was not 
felt. The red blood cells numbered 3,240,000 per cubic millimeter 
of blood. The hemoglobin concentration was 10 gm. per 100 cc. 
of blood. Serologic tests for syphilis were positive. Erythrocyte 
fragility in hypotonic saline was within normal limits. The spinal 
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fluid was normal. The urine was dark in color, and the foam 
test was positive for bile. Gastrointestinal x-ray studies were 
normal. 

Results of liver function tests are shown in Table 3. Liver 
biopsy showed bile pigment collections in the bile capillaries 
and in many of the liver cells. Lipid vacuolation of the polygo- 
nal cells was pronounced. The cytoplasm of the parenchymal 
cells also showed unusual granularity and swelling, suggesting 
a disturbance in glycogen content. It was concluded that the ap- 
pearance was that of a diffuse parenchymal cell disorder of un- 
determined type associated with some degree of biliary stasis. 


This case demonstrates how information derived from 
history and physical examination, laboratory tests of 
liver function, and liver biopsy may all be necessary to 
clarify a particular situation involving jaundice and liver 
damage. On the basis of recurrent episodes of jaundice 
in a young male with only mild to moderate pain and 
definite hepatomegaly, a diagnosis of hepatitis was fa- 
vored clinically. However, the presence of pain and the 
short duration of each attack made recurrent gallstone 
obstruction a possibility which could not be excluded 
with certainty. The lowered ester to total serum choles- 
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Case 3.—D. G., a 25-year-old white woman, native of Puerto 
Rico, was initially seen in the Gastro-Intestinal Clinic complain- 
ing of right lower quadrant abdominal pain that had been pres- 
ent for the previous 15 months. The pain was not well circum- 
scribed and was vaguely described, but seemed to be made 
worse by lifting and standing at work. Physical examination was 
normal, aside from tenderness in the right lower abdominal 
quadrant. On full deep inspiration the liver was questionably 
palpable but was not otherwise remarkable. 

Laboratory studies were entirely negative, save for the find- 
ing in the stool of cysts and trophozoites of Endamoeba histo- 
lytica, and ova of Schistosoma mansoni and Trichuris trichiura. 
The white blood cells numbered 5,900 per cubic millimeter of 
blood; 4% were eosinophils. Hepatic function was intact, as dis- 
closed by a battery of tests (Table 3). 

Liver biopsy showed the liver to be studded with small, dis- 
crete, granulomatous lesions of variable appearance. Some re- 
sembled tubercles with giant cell reaction. Others showed 
lymphocytic infiltration and partial hyalinization. Still others 
presented little more than circularly arranged hyaline material. 
in none of the lesions could ova be seen. The appearance, how- 
ever, was consistent with the alterations produced when the liver 
is seeded by schistosomal ova, the parasites provoking an in- 
flammatory reaction with eventual formation of small 
granulomas. 


TaBLeE 3.—Results of Liver Function Tests 


Test 
Serum bilirubin 


Thymol turbidity 

Serum alkaline phosphatase (S-1-R°) 
Serum cholesterol 


Sulfobromophthalein sodium (2 mg.-30 


Normal Values Case | Cuse ? Case 3 Case 4 Case 5 

< 0.2 mg. per 100 ee, 264 6.99 0.18 0.18 0. 
< 1.00 me. per 100 ee, 64.3 14.4 0.32 0.68 2.89 
< 24 0 0 0 0 4+ 
< 24 1+ 0 + 0 4+ 
< 4.0 units 2. 40 2 1 20.3 
> 85% 109% 107% 110% 120% 10% 
< 8.0 units 3.2 8.1 60 3.4 20.0 
< 9.0 units 17.5 11.8 2.72 13.3 6.94 
< 300 Ing. per 100 ce, 256 440 229 252 492 
< retention 44% 66% (Hem.) 33% 
85% of normal 80% 83% 100%% 100% 
< 1,000 Ing. per 100 ee. S71 537 821 1,237 


* Shinowara-Jones-Reinhart method. 


terol ratio indicated diffuse parenchymal cell disorder. 
The slightly elevated serum alkaline phosphatase value 
in the presence of fairly pronounced hyperbilirubinemia 
was also consistent with hepatocellular disease. On the 
other hand, while the elevated total serum cholesterol 
and total lipids would not mitigate the diagnosis of hep- 
atocellular disease, particularly in view of the other liver 
function results, elevation of these values is-encountered 
oftener in extrahepatic obstruction. Liver biopsy gave 
evidence of both diffuse parenchymal cell alteration and 
bile stasis. The parenchymal cell changes were of a 
type and distribution not ordinarily seen secondary to 
obstruction alone. This plus the clinical impression 
prompted the use of conservative therapy. 

With such a regimen, including antisyphilitic treat- 
ment, clinical improvement was definite and progressive. 
Symptoms disappeared, and there was gain in weight and 
reduction in the size of the liver. Liver biopsy performed 
five weeks after the first biopsy showed decided improve- 
ment, although the same changes noted originally were 
still discernible. Clinical improvement continued over a 
six-month follow-up period, with eventual return of the 
liver to normal size. 


This case shows that the liver may be widely affected 
by disease without either clinical evidence to indicate 
liver derangement or laboratory signs of functional im- 
pairment. Such a situation seems particularly apt to 
occur when the disease process affecting the liver con- 
sists of discrete granulomatous lesions of advanced type, 
with little evidence of continued activity and without 
acute inflammatory reaction. Such would appear to 
be the case in this instance, and indeed, biopsy was 
prompted solely by the knowledge that the liver is com- 
monly affected in schistosomiasis. 


Case 4.—M. T., a 47-year-old white woman, had suffered im- 
paired appetite for the year preceding admission to the hospital. 
Over this period she had lost 20 Ib. (9.1 kg.). On several occa- 
sions she had experienced nausea and vomiting, but never 
hematemesis. She had consumed alcohol in several forms for 
many years and admitted drinking five jiggers of whisky each 
night at bedtime. 

On examination the patient appeared pale, emaciated, and 
jaundiced. The tongue was smooth. Dilated venules were present 
over the cheeks together with numerous spider nevi. The palms 
showed thenar and hypothenar erythema. The liver extended 4 
fingerbreadths below the costal margin and was hardened. The 
spleen was questionably palpable. Large external and moderate- 
sized internal hemorrhoids were present. 
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Routine blood studies were not remarkable. Serologic tests 
for syphilis were negative. A gastrointestinal x-ray series dis- 
closed no esophageal varices or other lesions of the upper ali- 
mentary canal. Liver function tests revealed little alteration in 
hepatic function (Table 3). Liver biopsy, however, showed a 
typical picture of advanced portal cirrhosis. There were degen- 
erative changes in the hepatic cells, large amounts of intracellu- 
lar lipid, and considerable fibrosis of the portal triads, with some 
bile duct proliferation. 


This case illustrates the remarkable capacity of the 
liver to maintain functional integrity in the face of wide- 
spread cirrhosis sufficiently advanced to produce typical 
clinical signs. The serum alkaline phosphatase value was 
slightly elevated, and an equivocal amount of sulfobro- 
mophthalein was retained. All the other tests, however, 
were negative. Indeed, it was uncertainty created by these 
laboratory findings that prompted the clinician to re- 
quest liver biopsy. 


Case 5.—J. S., a white man, 65 years of age, had experienced 
recurrent episodes of crampy lower abdominal pain for four 
months prior to admission to the hospital. These painful occur- 
rences were associated with nausea, vomiting, light-colored 
stools, and dark-colored urine. One week before admission these 
symptoms recurred and were followed by cough, fever, and 
semistupor. 

Physical examination on admission revealed a semistuporous, 
acutely ill, elderly man, who was dyspneic and mildly cyanotic. 
The oral temperature ranged between 102.8 F and 103.8 F. The 
tongue was smooth and red, and the oropharynx was inflamed. 
There were dulness and rales over both lung bases. The heart 
was slightly enlarged to the left. Cardiac rhythm was regular, 
but a short basal systolic murmur was audible. The abdomen 
was distended and shifting dulness and a fluid wave indicated 
ascites. The liver extended 3 fingerbreadths below the right 
costal margin. 

A red blood cell count disclosed a moderate normochromic 
anemia. The white blood cells numbered 11,500 per cubic mil- 
limeter of blood; 77% were polymorphonuclear. The blood urea 
nitrogen was 36 mg. per 100 cc., and the plasma-carbon dioxide 
combining power was 38 vol. %. Serologic tests for syphilis 
were negative. One blood culture disclosed the presence of 
Listeria monocytogenes. Agglutination tests for typhoid and 
paratyphoid were negative. A roentgenogram of the chest re- 
vealed nothing of significance. The results of liver function tests 
are shown in Table 3. 

The patient was digitalized, with moderate improvement in 
the dyspnea. The temperature gradually fell to normal with 
combined penicillin and aureomycin therapy. Abdominal para- 
centesis yielded bloody ascitic fluid. After this, liver aspiration 
biopsy was performed, disclosing that much of the liver was re- 
placed by large masses of tumor cells suggesting hepatic cell 
origin. 

This case demonstrates the significant contribution 
liver biopsy may make to diagnosis. From the clinical 
standpoint, this patient presented a picture entirely con- 
sistent with an acute infectious process of which hepatitis 
was a feature. Recovery of L. monocytogenes from the 
blood and response of the fever to antibiotic therapy 
strengthened this impression. Impairment of liver func- 
tion disclosed by laboratory tests constituted additional 
evidence in support of diffuse hepatitis. Liver biopsy, 
however, revealed that the true nature of the underlying 
lesion in the liver was carcinoma, probably primary in 
origin. 

COMMENT 

The liver possesses a magnificent reserve and has a re- 
markable capacity to regenerate after injury or disease. 
Time and again it has been observed to perform its func- 
tions in fairly satisfactory fashion when only a small por- 
tion of its constituent cells remain undamaged. Liver 
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function is also a dynamic process. For this reason it is 
of prime importance to repeat function tests at intervals 
in the course of the disease if aberrations are to be de- 
tected. Of importance, too, is the fact that only one or 
a few of the numerous functions of the liver may be de- 
ranged. Hence, for accurate appraisal a battery of tests 
is required, each designed to test a different function. In 
view of these considerations, it is not surprising that in- 
stances may be found wherein liver function tests reveal 
little or no impairment in the face of obvious disease, 
particularly if the tests employed are limited in scope and 
are not repeated. 

On the other hand, the liver is often only zonally dam- 
aged or sporadically peppered with disease. Even when 
a given disease process has affected the liver diffusely, 
regenerative activity may result in areas of normal ap- 
pearing replacement interspersed with remnant islands of 
destroyed or healing tissue. If the aspirating needle 
should fortuitously strike an area of disease, biopsy 
would be revealing. But if the needle should enter an un- 
affected or completely regenerated area, the liver would 
be erroneously interpreted as structurally intact. Under 
the latter circumstances, hepatic function tests might dis- 
close alteration in one or more functions in what would 
seem to be a morphologically normal liver. 

Discrepancy between structure and function in liver 
disease might also come about because of limitations in 
our ordinary methods of histologic examination. Hepatic 
physiology is intricately bound up with complex intra- 
cellular enzyme systems. Under certain conditions and in 
various disease processes, any or all of these systems 
may become disordered, thereby disrupting the particular 
function or functions they subserve. Though newer meth- 
ods of histochemical examination of liver tissue permit 
recognition of some of these alterations, these enzyme 
systems may be affected and yet the liver show no de- 
tectable structural change when examined in the custom- 
ary manner. 

The foregoing considerations make it clear that, in 
order to secure a composite picture of the effect of dis- 
ease on the liver, it is necessary to add to the information 
gleaned from history and physical examination knowl- 
edge of both the functional status of the liver and the 
alterations that have taken place in its structure. To 
secure this knowledge, both liver function tests and 
liver biopsy are required. Since each supplies information 
peculiar to itself, and since comparison of the findings 
disclosed by each may show substantial discrepancy, 
these procedures must be considered complementary and 
incapable of being substituted one for the other. 


CONCLUSIONS 


Detection and accurate appraisal of actual or suspected 
liver disease require painstaking history and careful phy- 
sical examination, composite liver function tests, and 
liver biopsy. Each of these avenues of approach yields in- 
formation not obtainable by any one alone. They are 
complementary to each other and in no sense competi- 
tive. When all three are judiciously employed and each is 
correlated with the others, diagnostic accuracy will be 
improved and knowledge of the liver and its behavior in 
health and disease will be immeasurably increased. 


255 §. 17th St. (Dr. Berk). 
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DIAGNOSTIC CLINICS FOR PRIVATE AMBULATORY PATIENTS 


Robert P. McCombs, M.D., Boston 


Every practicing physician conducts a diagnostic clinic 
for private ambulatory patients in his own office. He may 
obtain a complete medica! history and make a complete 
physical examination—the two most important proce- 
dures in any diagnostic study. He usually has a laboratory 
for carrying out simple chemical and other special tests 
and perhaps a roentgen-ray apparatus for making certain 
X-ray examinations. There is no doubt that a conscien- 
tious, well-trained physician can be a highly efficient 
diagnostician, provided he is able to devote enough time 
to the examinations and limits them to the procedures 
that his training and experience qualify him to perform. 

As the complexities of medical diagnosis have in- 
creased, the term “diagnostic clinic” has come to mean a 
good deal more than this, so that most people now think 
of a diagnostic clinic as a place where much technical 
equipment and many special skills are concentrated and 
where patients with obscure problems can go for diag- 
nostic help. 


RELATIONSHIP OF DIAGNOSTIC CLINIC TO HOSPITAL 

Since hospitals necessarily had most of the equipment 
and staff needed and their personnel had considerable 
experience in diagnostic study, it was logical that diag- 
nostic clinics for private ambulatory patients should have 
been organized chiefly in hospitals. Yet unless special 
planning has provided for it, the operation of a diagnostic 
clinic in close association with other activities in a gen- 
eral hospital has disadvantages. Few hospitals have been 
designed with much thought given to the care of private 
ambulatory patients. Office space is liable to be inade- 
quate; laboratories are usually located in relatively inac- 
cessible areas; x-ray facilities have been designed to care 
for only a specific number of bed patients, and the addi- 
tional load of many ambulatory patients is apt to cause 
services to bog down. Since it is natural for the most 
seriously ill patients in the hospital to be given priority, 
the ambulatory diagnostic clinic is at a considerable dis- 
advantage. As the clinic must continually compete for 
various hospital and professional services, the ambula- 
tory patients are often subjected to irksome delays, and 
administration of the diagnostic clinic is rendered unduly 
difficult. 

For these and other reasons a strong case can be made 
for separating the private ambulatory diagnostic func- 
tions from the other activities in a general hospital. In 
this country the diagnostic clinics that have shown the 
most vigor are those that have developed either inde- 
pendently of hospitals or in association with hospitals 
that are themselves primarily diagnostic centers where 
outpatient and inpatient work are closely integrated. 


LIMITATION OF FUNCTION 
Unless the activities of a diagnostic clinic are limited 
largely to those related to diagnosis, the major energies 
of the clinic will be dissipated in other directions. When 


its activities are controlled by other considerations, its 
function as a diagnostic center suffers. Clinics dominated 
by those whose primary inclinations are surgical are 
liable to develop into clinics for screening patients who 
require surgical treatment, where many important condi- 
tions are no doubt recognized, but where patients with 
nonsurgical diseases are likely to be inadequately studied 
and examined and perhaps inadequately understood as 
individuals. 

Similarly, when medical treatment of a sizable number 
of patients is attempted in a clinic devoted primarily to 
diagnostic study, the efficiency of the diagnostic functions 
is impaired. By and large, ambulatory treatment can be 
effectively handled by the average family physician, once 
the diagnosis has been established. A clinic that retains 
most of its patients for treatment is therefore in direct 
competition with the family doctor. 

The main object of diagnosis is to define the areas and 
methods of treatment; it is therefore obvious that every 
patient seen in a diagnostic clinic should have a physi- 
cian who is interested in determining the best way of 
carrying out the recommendations of the clinic. The 
family physician is the one most likely to have this inter- 
est. He is also the one best able to judge the need for a 
patient’s visit to a diagnostic center in the first place. 
When patients rather than physicians make this decision, 
the routine problems that can be handled much more 
expeditiously and economically by a family doctor as- 
sume undue importance in a clinic that should be devoted 
to the study of special problems. 


Once the principle has been accepted that a diag- 
nostic clinic serves primarily in the capacity of a con- 
sultant to family physicians, very pleasant relations can 
be established between referring physicians and the clinic. 
Problems concerning treatment (including surgery), 
socioeconomic difficulties, disposition to other hospitals, 
follow-up, and similar matters, are discussed freely with 
the referring physician, whose viewpoint can be most 
helpful in making important decisions. At the same time, 
the staff at the clinic can often be very helpful in arrang- 
ing for special care not available in the patient’s home 
town. 

NEED FOR DIAGNOSTIC CLINICS 

That diagnostic clinics are needed is attested to by 
their increasing number in the last decade. Patients and 
physicians alike recognize the advantages in having com- 
plete diagnostic studies made in a central establishment 
supervised by those with a special interest and trained 
experience in diagnostic work. One advantage of an ar- 
rangement such as this is that diagnostic studies accom- 
plished through collaborative effort in a clinic can be 
more economical than those made on an individual pri- 
vate basis. 


From the Joseph H. Pratt Diagnostic Clinic and the New England 
Center Hospital. 
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FEES 

Fees are always a difficult problem. Some diagnostic 
clinics charge flat rates that are the same for all patients, 
regardless of the number of studies performed. The 
advantage of this system is that all patients know in ad- 
vance what the total cost of the studies will be, and thus 
there should be no credit and collection difficulties. There 
are certain disadvantages, however, in that the patients 
who require a minimum of study pay more than neces- 
sary for their study and often request special and prob- 
ably unnecessary tests because they know there can be 
no additional charge. Clinics operating under this sys- 
tem are liable to attract an unusually high percentage of 
cases requiring elaborate study. 

A better system is to set a minimum fee covering the 
initial examinations, including the routine laboratory and 
X-ray examinations and administrative expenses. Every 
other test, consultation, or x-ray procedure is charged 
for at moderate rates; but the total charges are limited to 
a specified maximum, all costs over and above this being 
absorbed by the clinic. Under this plan patients know 
the ceiling price and that they may be charged consid- 
erably less. The maximum fee is set somewhat higher 
than the average fee or whatever would be charged if 
there were a flat fee. 


INPATIENT VERSUS OUTPATIENT STUDY 

A problem deserving mention is the one that arises 
when patients not ill enough to require actual hospitali- 
zation are admitted for study on an inpatient basis. Cer- 
tainly, the same diagnostic study can be done at less 
expense on an outpatient basis than it can on an inpatient 
basis. It is not ethical to have to refuse admission to 
seriously il] patients when beds are being preempted by 
patients who could just as well be studied on an out- 
patient basis. Yet various pressures tend to force needless 
hospital admissions. Some patients have the ingrained 
idea that inpatient study is more exhaustive than out- 
patient study; some attach undue importance to being 
“admitted for observation.” Experience has shown, how- 
ever, that almost all diagnostic studies can be expedited 
just as thoroughly and just as accurately on an outpatient 
as on a hospitalized basis. Occasional exceptions have 
to be made, of course, for elderly or timid patients from 
out of town; such admissions might be considered as a 
special service in therapeutic reassurance. 


A factor forcing hospitalization on those who should 
be outpatients is health insurance. At the present time 
there are very few insurance organizations that pay for 
diagnostic studies of ambulatory patients. Most policies 
covering hospitalization do not cover payment for diag- 
nostic study that is the sole cause of the hospitalization. 
Since limiting clauses of policies can be and are circum- 
vented, however, the end result is that the insurer pays 
not only for diagnostic studies that are legitimately re- 
quired but for room and care that are not. Hospital beds 
are used unnecessarily; insurance costs are abnormally 
magnified; and insurance premiums go up. There is a real 
need for some form of insurance that will pay for ambu- 
latory diagnostic services conducted under satisfactory 
conditions. 
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STAFF 

Some clinics operate with a full-time staff; some utilize 
the part-time services of practitioners and specialist: 
from the community; and some combine both methods. 
The advantages of a full-time staff are numerous. Wher 
the primary interest of the staff is naturally the develop- 
ment of the clinic, the clinic can schedule its appoint- 
ments with assurance that the physicians will not be 
unavoidably detained by emergencies elsewhere. The 
unusual cases seen make the work in a diagnostic 
clinic quite stimulating, and if the clinic program is com- 
bined with teaching and research it will prove an attrac- 
tive career to physicians of high caliber. One of the dis- 
advantages of a part-time staff is that the physicians are 
likely to feel that they are competing against themselves 
when they see at a nominal fee in the clinic patients who 
might otherwise have been referred directly to them at 
their own offices, to be seen as private patients at higher 
consultation fees. 


Diagnostic clinics that are operated in close coopera- 
tion with hospitals serve as valuable training grounds for 
resident staffs. House officers who have had good prior 
training and work under adequate supervision can be 
very helpful and can at the same time gain considerable 
experience by spending time on service in a diagnostic 
clinic. The type of patient seen, the problems that arise, 
and the approach to diagnosis are all similar to those 
likely to be encountered later on in private practice. 
Here the resident learns the importance and difficulties 
of differentiating organic from functional disease; he 
also learns that some patients who have serious dis- 
orders may not be incapacitated for work. He learns 
that adequate studies can be made of outpatients. 

It is important that the residents should not be ex- 
ploited in the attempt to operate a diagnostic clinic on a 
profitable basis. They should not be overburdened by 
being required to see an excessive number of patients. 
They should have a chance to view the problem each 
case presents as a whole, from start to finish, rather than 
have to serve as mere links in a production line. They 
should be encouraged to regard the patients as their 
responsibility, the senior staff being responsible for unob- 
trusive observation and supervision of the work and for 
consultations. Various problems concerning outpatients 
frequently need to be discussed, the same as on ward 
rounds of inpatients. This can be done by having regular 
chart rounds and seeing each patient on as many occa- 
sions as possible. If residents feel that sufficient time is 
allowed for the complete study of their patients, and if 
they are given stimulating instruction and permitted to 
attend other important teaching activities of a medical 
center, they are quite willing to serve in an ambulatory 
clinic and take advantage of this type of experience. 
On the other hand, if they are subjected to considerable 
pressure, or are unable to follow their own patients, or 
are given inadequate instruction, they soon develop the 
feeling that clinic work is a chore and may exert less 
than their best efforts. 


PRATT DIAGNOSTIC CLINIC 
The history of the development and growth of the 
Pratt Diagnostic Clinic serves to emphasize many of the 
points outlined. Although the area in which the clinic 


V 14 
1952 


Vol. 148, No. 2 


was opened, 13 years ago, was already highly developed 
medically, this clinic has grown to a point where over 
9,000 patients a year are being referred to it for study 
by nearly 4,000 family physicians. Admissions have been 
governed by the rule that patients are to be accepted only 
when referred by a physician to whose care they are to 
be returned at the completion of the studies. A complete 
transcript of the clinic record is sent, together with 
recommendations, to the referring physician. (A part of 
the cost of this service is charged to postgraduate medi- 
cal education.) The diagnosis and treatment are not 
discussed with the patient unless the referring physician 
specifically requests that it be done. Until recently, no 
treatment was given at the diagnostic center; at present, 
treatment (including surgery) is undertaken only in 
special cases after discussion with the referring physician. 


During the first several years all patients were studied 
on an inpatient basis. When the outpatient diagnostic 
clinic was begun it started slowly, but now it is the chief 
area in which the diagnostic services can continue to 
grow. At present, about half of the diagnostic cases are 
being seen on an outpatient basis. The decision whether 
a patient should be hospitalized for study or seen in the 
outpatient clinic is made by the referring physician, who 
is in the best position to judge the necessity for hospital 
admission. 


The basic staff of the Pratt Diagnostic Clinic serves 
in a full-time capacity. Staff members are actively en- 
gaged in undergraduate’ and postgraduate medical teach- 
ing and participate in clinical or laboratory research. 
A flexible teaching program is ducted for the rela- 
tively large resident staff, whose work is under close 
supervision of the senior staff. Despite the huge in- 
creases in the cost of hospital operation, fees for diag- 
nostic study have been kept within reason by holding 
professional charges to a modest level. The clinic oper- 
ates on a nonprofit basis. Undoubtedly all these factors 
have contributed to the growth of the Pratt Diagnostic 
Clinic. The application of these principles in other areas 
should be equally successful. 

30 Bennet St. 


The Parkinsonian Syndrome.—Parkinsonism . . . is a disease 
process which has long held the interest of physicians and re- 
search workers. There are several reasons which account for 
this interest. In the first piace, the clinical picture is bizarre, 
presenting involuntary movements associated with rigidity 
which ultimately restricts all voluntary movement. Secondly, 
the plight of victims of this disease is truly pathetic. People of 
normal appearance are gradually transformed into caricatures 
of their former selves. The abnormal movements make them 
conspicuous so that they avoid outside contacts. Their helpless- 
ness becomes progressively greater and ultimately they are de- 
pendent upon others for assistance in every detail of daily living. 
Finally, although the disease process has long been studied in 
an effort to understand its basic mechanisms and provide relief 
for its victims, full understanding has not been reached. The 
etiology and pathology of Parkinsonism are for the most part 
known. However, the pathophysiology of symptoms of the dis- 
ease is not fully known, and the problems of therapy have been 
baffling —Judah Ebin, M.D., Surgical Treatment of Parkinson- 
ism: Indications and Results, Bulletin of the New York Academy 
of Medicine, November, 1951. 
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CLINICAL NOTES 


A NEW TUBE FOR USE IN TREATMENT 
OF INTESTINAL OBSTRUCTION 


John W. Devine Jr., M.D., Lynchburg, Va. 


The presence of intestinal obstruction is a problem 
in therapy which has challenged the ingenuity of many 
surgeons. The difficulty of securing adequate decompres- 
sion through removal of accumulated liquid and gas has 
led to a multiplicity of different technics and principles 
of intubation. In 1921 Levin' described his smooth 
catheter-tipped duodenal tube made of one piece of rub- 
ber. In the clinical application of this duodenal catheter 
Wangensteen * made a major contribution by introduc- 
ing the principle of applying continuous suction to the 
tube by a system of water bottles. The Wangensteen tube 
has perforations over a length sufficient to allow some 
holes always to remain in the stomach. Later Miller and 
Abbott * reported the development and use of a long 
double-lumen rubber tube tipped with an air-filled bal- 
loon for intubation of the small intestine. Cantor * has 
more recently developed a long, single-lumen tube with 
mercury trapped in a loose balloon at the tip of the tube 
as an aid in propelling it down the gastrointestinal tract. 

The problem with all the present tubes has been the 
impossibility of maintaining a constant drainage, since 
the suction creates a vacuum or negative pressure suf- 
ficient to cause the intestine to collapse around the tube. 
One loop of distended intestine may be emptied of liquid 
and gas, but as soon as this is accomplished a vacuum is 
created and the mucosa is sucked into all available holes, 
regardless of their number and size, so that drainage is 
stopped. This situation is more likely to occur in the 
intestines than in the stomach, which explains why Wan- 
gensteen’s shorter tube with perforations extending up 
into the stomach so often gives much better drainage 
than the long tubes. 

In my efforts to overcome this complication I have de- 
veloped a tube-within-a-tube *" which prevents the vac- 
uum mucosa obstruction phenomenon by the application 
of an air vent (see figure). The principle of the air vent 
can be adapted easily to any of the present single-lumen 
tubes. However, | am currently using a clear plastic tube 
with approximately 100 small holes extending over a 
distance of 25 cm. to within 1.5 cm. of the closed distal 
end. Into the outer tubes a small-diameter polyethylene 
tube is inserted for the entire length. A T-glass connector 
is inserted into the upper end of the outside tube, and 
the straight limb is closed off by a rubber diaphragm, 


1. Levin, A. L.: New Gastroduodenal Catheter, J. A. M. A. 76: 1007 
(April 9) 1921. 

2. Wangensteen, O. H.: Early Diagnosis of Acute Intestinal Obstruc- 
tion with Comments on Pathology and Treatment, with Report of Suc- 
cessful Decompression of 3 Cases of Mechanical Bowel Obstruction by 
Nasal Catheter Suction Siphonage, West. J. Surg. 40:1, 1932. 

3. Miller, T. G., and Abbott, W. O.: Intestinal Intubation: Practical 
Technique, Am. J. M. Sc. 187: 595, 1934. 

4. Cantor, M. O.: New -Simplified Intestinal Decompression Tube, 
Am. J. Surg. 72: 137, 1946, 

4a. Manufactured by G. P. Pilling and Son, Philadelphia. 
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through which a hypodermic needle is inserted to form 
a tight junction with the polyethylene tube. Suction ts 
then applied to the other branch of the T-tube so that 
the outer tube becomes a suction tube and the poly- 
ethylene tube provides an air vent of atmosphere air at 
the distal end. Thus atmospheric air is constantly sucked 
into the intestine, and no vacuum is created. On occa- 
sions I have found it desirable to apply the suction to the 
small-diameter tube. This procedure converts the ap- 
paratus to an intralumen sump tube which avoids a 
vacuum and gives constant drainage, but at a slower rate 
than when the outer tube is used as the suction channel. 
It also changes the point of maximum suction from the 
uppermost openings to near the end of the tube. Chang- 
ing this point from time to time is an obvious advantage 
in helping to prevent blocked-off loops behind the tube. 
The efficiency of the tube can be demonstrated easily by 
clamping off the small tube and noting the decreased 
amount of drainage. 

In the operation of this tube it is necessary to have 
continuous motor suction such as that supplied by a 
Gomco thermatic pump or a Stedman pump; a water- 
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Drawing of new tube for use in the treatment of intestinal obstruction, 
showing the tube-within-a-tube that provides an air vent to prevent mucosa 
from being drawn into the perforations in the tube. 


bottle-drainage type of suction is not feasible, since there 
would be a constant flow of water from the top to the 
bottom bottle. 

I believe that the efficiency of a tube is not necessarily 
increased by increasing the size of the openings. Experi- 
mental work with intestines of freshly slaughtered cows 
has indicated that the most efficient tube is one in which 
the diameter of the small tube is one-third the diameter of 
the large tube and the perforations are the same size as the 
small tube. My experience suggests that tubes 6 ft. (183 
cm.) long or shorter are adequate for relief of small 
bowel obstruction and are more efficient than the longer 
tubes. 

Passage of this tube through the pylorus is greatly 
facilitated, I believe, by the rapid emptying of the dilated 
stomach and hastened return of peristalsis in the stomach. 
As an additional aid I have recently been adding a 
mercury or lead weight to the tip of the tube. I have ac- 
complished this by using a mercury or lead-filled insert 
to fill completely the diameter of the tube for about 7.5 
cm. on the distal end, which is closed off with a tightly 
fitted plastic plug. The perforations then begin about 1.5 


5. Culver, G. A.; Makel, H. P., and Beecher, H. K.: Frequency of 
Aspiration of Gastric Contents by Lungs During Anesthesia and Surgery, 
Ann. Surg. 133: 289, 1951. 
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cm. above the insert. The plastic plug and the 1.5 cm. of 
unperforated tubing serve as a protection to a stylet, 
which can be used with far greater safety than with any 
tube available previously. It has been my experience 
that this tube frequently passes through the pylorus into 
the duodenum without special procedures. However, as 
long as the tube is removing large quantities of fecal-type 
material, | am not particularly concerned with whether 
Or not it has passed the pylorus. Formerly, much time 
was lost in waiting for one of the long tubes to pass and 
adequate amounts of obstructed material were not re- 
moved during the period of waiting. 

Nurses can tell at a glance through the plastic tube and 
glass connection that the tube is working, moving either 
gas or liquid. If nothing is being moved, the nurse has 
only to pull on the syringe a couple of times to open up 
one of the passageways. When a Y-tube is inserted into 
the suction channel, a 30 cc. syringe can be left attached 
all the time, and the tube going to the trap bottle can be 
clamped off when the nurse wishes to inject air or water 
into the tubes. Routine orders are to inspect the tube 
every hour and inject 30 cc. of water and 90 cc. of air 
if the tube is not functioning. 

In two cases of my limited series, 6,000 cc. of drainage 
was obtained within a 24-hour period. In several cases, 
about 3,000 cc. was removed. Heretofore 1,000 to 1,500 
cc. was the most I was able to remove in 24 hours. The 
most rapid drainage is obtained when the tube is used as 
the air-vent type. However, I have found it advantageous 
to change it over to the sump type by applying the suc- 
tion to the small tube as soon as the drainage has changed 
from the brown, fecal type to a clear, bile-tinged fluid. 
In this way gas continues to be removed, but liquid is 
drained off at a slower rate. The change in the character 
of the drainage can be determined best by examining a 
fresh specimen rather than the drainage in the trap bottle. 

A modification of this tube, which will be described in 
detail elsewhere, is used as an aid in preventing spillage 
of esophageal, gastric, or jejunal secretions during eso- 
phagectomies and gastréctomies. The tube used for this 
purpose is also an aid in preventing regurgitation or 
aspiration of gastric contents, especially during emer- 
gency procedures. Culver ° has recently shown how fre- 
quently this occurs even in patients with an indwelling 
gastric tube. 

There are many other applications of this principle of 
drainage. A rectal tube with a balloon of the kind com- 
monly used by radiologists for giving a barium enema 
can easily be converted into an air-vent or sump tube. 
As such it is extremely useful in the management of ileus 
after the mechanical obstruction is removed or in cases 
of paralytic ileus. By this method the patient can be given 
enemas or frequent, warm saline colon irrigations with- 
out disturbing him. Studies are being carried out to see 
whether this type of rectal tube with the suction clamped 
off might be used to replace some of the fluids removed 
from the intestines above the obstruction. 

Studies on the effect of removing such large amounts 
of fluid on the water and chemical balance of the body 
are also being conducted. 


610 Church St. 
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TECHNIQUE FOR THE DIAGNOSIS OF 
UNDESCENDED TESTIS 


Ralph H. Kunstadter, M.D., Chicago 


The frequency with which the diagnosis of unde- 
scended testis is erroneously made has prompted this re- 
port on the technique that I have used for many years. 
This method has been adopted by the various members of 
the Children’s Endocrine Clinic and is being taught to 
interns and residents in Sarah Morris Hospital. 

The patient is examined in the upright position, with 
the examiner sitting in a chair or on a stool facing the 
patient. For examining the right inguinal region, the left 
hand of the examiner is placed over the right buttock of 
patient for support. The thumb of the right hand is placed 
above the region of the right internal inguinal ring and 
is held firmly in place (Fig. 1). Then the right index 
finger is inserted into the inguinal canal, and the canal 
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Fig. 1.—Initial position of hands for examination of right inguinal 
region, with patient standing, left hand on buttocks, and right hand placed 
over region of abdominal inguinal ring. 
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is explored up to the abdominal inguinal ring (Fig. 2). 
In exploring the left inguinal canal, the hands are re- 
versed. 

If the testis is not intra-abdominal, it may be palpated 
between the thumb and index finger. The mobility of the 
testis may be determined by a “stripping” maneuver 
(Fig. 3). If the testis is fixed, downward stripping will 
not accomplish placement of the testis into the scrotum. 
If the testis is mobile or “migratory,” it may be manipu- 
lated into the scrotum by moving the thumb and index 
fingers downward in their original relationship, both fin- 
gers being in contact with the testis. On release of the 
fingers, the testis usually retracts immediately to its orig- 
inal position. 

By use of this method, the following aims can be ac- 
complished: (1) determination of the presence or ab- 
sence of the testis in the inguinal canal; (2) determina- 


~ tion of the relative size and consistency of the testis; (3) 


differentiation of true cryptorchidism from pseudocrypt- 
orchidism (migratory testis) and the degree of mobility 
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of the testis; and (4) determination of the presence or 
absence of coexisting hernia. 


It is believed that a careful examination such as de- 
scribed often is necessary to eliminate erroneous diag- 
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Fig. 2.—Technique for insertion of finger into inguinal canal and 
Palpation of testis between thumb and index finger. 


Fig. 3.—-Mobility of testis is determined by “stripping” testis downward 
into the scrotum between the thumb and index finger. 


noses of undescended testis, thereby reducing the fre- 
quency with which hormone therapy is unjustifiably 
administered. 


104 Michigan Blvd. 


From the Children’s Endocrine Clinic, Michael Reese Hospital. 
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118 OXIDIZED CELLULOSE IN ABDOMEN—DePRIZIO 


FOLDING BACK REST FOR HOSPITAL BEDS 


ITS VALUE IN CARE OF PATIENTS 
WITH HEART DISEASE 


Hugh T. Jones, M.D. 
and 


John Martin Askey, M.D., Los Angeles 


Recovery of cardiac reserve during the first few weeks 
after acute cardiac infarction is gradual; it is imiperative 
that increase of activity be graduated slowly. After the 
early stage of acute circulatory failure, however, the re- 
cumbent position is seldom necessary, and its advisability 
is questionable. An upright position generally is more 
comfortable as well as more beneficial. The use of the 
commode rather than the bedpan is becoming increas- 
ingly favored as a measure to lessen the load on the heart. 
Recent study has justified this attitude. ' 

The time for getting the patient out of bed to sit in a 
chair while in the hospital often is postponed because of 


A patient with heart disease seated in the bed chair. 


the effort entailed. Many extra foot pounds of work are 
required of the patient, since the height of the hospital 
bed is based on its suitability for nursing care. At a time 
when the patient is still too weak to get out of such a high 
bed, an upright position may nevertheless be desirable, 
although difficult to maintain in the usual hospital bed. 
At best there still exists a “sump effect,” which encour- 
ages gravitational stasis in the lungs. Having the patient 
sit on the side of the bed is unsatisfactory, since, without 
adequate support of the back, he tires too quickly. The 
use of pillows for this purpose usually is far from satis- 
factory. Special beds permitting any desired postural 
change have been designed, but for the most part their 
cost prevents widespread use. 

We wish to describe a chair devised by one of us 
(H. T. J.) that can be attached to any hospital bed by two 
screw clamps. We have employed the chair with benefit 
to the patient in many instances in which it was desirable 
to avoid the disadvantages of continual bed rest and also 
to hasten the beginning of ambulation. It has proved of 
value not only in patients with heart disease but also in 
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conditions in which bed rest is essential and yet a pro- 
longed upright position is also desirable. Use of this bed 
chair is particularly applicable to the care of the elderly 
patient following injury or surgery. 

The folding bed chair’ purposely has no seat. The pa- 
tient sits on the side of the bed, and the chair is placed 
behind him. Its supportive position is maintained by 
fastening the chair to the bed: downward extensions of 
the arm rests are attached by screw clamps to the angle 
iron immediately beneath the mattress (see figure). 
When folded, this bed chair can be stored in a limited 
space. 


1930 Wilshire Blvd. (Dr. Askey). 


St. Hospital. 

1. Benton, J. G.; Brown, H., and Rusk, H. A.: Energy Expended by 
Patients on the Bedpan and Beside Commode, J. A. M. A. 144: 1443 
(Dec. 23) 1950. 


FATAL INTESTINAL OBSTRUCTION DUE TO 
OXIDIZED CELLULOSE (OXYCEL*) 


REPORT OF A CASE 
Carl J. DePrizio, M.D., Attleboro, Mass. 


Fatal intestinal obstruction is not a medical rarity. 
However, the circumstances surrounding this case render 
it worthy of full and adequate explanation and cause me 
to urge extreme caution in considering the use of oxidized 
cellulose (oxycel*) as a hemostatic in abdominal surgery. 
Oxidized cellulose, as described in New and Nonofficial 
Remedies,’ may remain imbedded in tissues for six weeks 
or longer, although routinely it may be absorbed between 
the second and sixth day after insertion. There have been 
unfavorable reports on its use, notably that of Vander- 
hoof and Merendino,’ but up to May, 1951, no fatalities 
had been reported in the literature. 


REPORT OF A CASE 


On Aug. 11, 1949, an obese, white woman, 59, was referred 
to Sturdy Memorial Hospital by her family physician. She com- 
plained of swelling of the abdomen and pain in the lower right 
quadrant. The pain was recent, nonradiating, and not accom- 
panied by nausea or vomiting. However, the swelling had been 
present for about six months and had been considered a part of 
her obesity by the patient, her family, and her family physician. 
She had experienced no shortness of breath, swelling of ex- 
tremities, cough, or jaundice. Review of other systems did not 
elicit any other symptoms. 

The personal history was entirely negative. She had had three 
pregnancies, and three adult children were living and well. The 
family history revealed that her father was living and well at 
80. Her mother died at 54 years of carcinoma of the breast. 
One brother was living and well. The patient weighed 230 Ib. 
(104.4 kg.) and her blood pressure was 165/100. The heart and 
lungs were normal. Palpation of the abdomen delineated a large, 
smooth mass, comparable in size to a twin pregnancy at term. 
There was also a large, irreducible mass in the right inguinal 
region and considerable tenderness in the lower right quadrant 


Associate Surgeon, Sturdy Memorial Hospital. 

Some of the bibliographic material will be found only in the author's 
reprints. 

1. New and Nonofficial Remedies, 1951, Philadelphia, J. B. Lippincott - 
Company, 1951, pp. 217-219. 

2. Vanderhoof, E. S., and Merendino, K. A.: Unfavorable Reactions 
to Oxidized Cellulose (Oxycel) in Bed of Gallbladder, Arch. Surg. 581 
182 (Feb.) 1949. 
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just lateral to McBurney’s area. On a roentgenogram the abdo- 
men had a diffusely gray appearance suggestive of fluid. The 
large bowel in the lower right quadrant was pushed centrifugally. 
The kidney shadows appeared normal. The chest was normal. 
The laboratory report showed 5,900 white blood cells, a hemo- 
globin level of 96%, a blood sugar level of 159 mg. per 100 cc. 
and the nonprotein nitrogen level was 16 mg. per 100 cc. A 
Kahn test was negative. 


Surgery.—Four days after admission a laparotomy was per- 
formed with the patient under spinal anesthesia. A large cystic 
mass was observed lying deep in the pelvis, extending from flank 
to flank and upward to the upper abdomen, radiating from the 
right ovary. The pedicle of the mass was grasped, ligated, and 
cut. The tumor was removed with difficulty, because loops of 
small intestine had become attached to the posterior wall of the 
cystic mass. A careful separation was done without perforation 
of either the intestine or the cystic mass. However, an area of 
jejunum about 15 cm. in length was denuded of its peritoneal 
cover, and hemorrhage ensued from an area about 5 cm. in 
length. This hemorrhage proved difficult to control, and oxidized 
cellulose gauze was applied over the area of hemorrhage, cov- 
ering approximately one-third the intestinal circumference. Re- 
section of the portion was not deemed advisable. 

Following the application of the oxidized cellulose, the bowel 
was carefully replaced in the abdomen. In addition to the 
removal of the cyst, an appendectomy, subtotal hysterectomy, 
and left salpingo-oophorec tomy were performed. An attempt 
was made to reduce the mass in the right inguinal region from 
within, but without success. The abdomen was closed in layers 
in the usual manner. An incision was then made in the right 
inguinal area parallel to Poupart’s ligament. A large incarcerated 
hernia containing many loops of small intestine was uncovered, 
and the herniorrhaphy was completed rapidly. The patient re- 
ceived 500 cc. of blood and intravenous fluids continuously dur- 
ing the operation and withstood the procedure well. 

The cyst, which measured 36.5 by 26.0 by 19.0 cm., weighed 
36 Ib. (16.3 kg.) and contained approximately 17.5 liters of 
chocolate-brown fluid. The pathological report was as follows: 
“Cyst adenocarcinoma of the right ovary with extensive focal 
degeneration and intracystic hemorrhage; endometrial polyp and 
hyperplasia; obliterated appendix and subserosal cystic inclusions 
of the uterine fundus, which probably are extensions of the 
ovarian pathology.” 

The patient was comfortable for the first 48 hours, although 
she was febrile. Then the abdomen became distended, and she 
had a fluctuating, stormy course. Wangensteen suction and 
enemas, however, gave fairly good results. Ileus did not develop. 
The severity of the internal pathological process was not evident 
from the patient’s appearance. There seemed to be no indication 
for further surgical intervention, and she was apparently recov- 
ering, although very slowly. On the ninth postoperative day the 
patient complained of respiratory difficulty and distress, weak- 
ness, and pain in the right leg. Homans’ sign was elicited. With 
this indication of a possible pulmonary embolus, bishydroxy- 
coumarin (dicumarol") and oxygen therapy were instituted. The 
patient seemed improved for a few hours but lapsed into a coma 
and died the following morning. 

At postmortem examination no evidence of pulmonary em- 
bolism was found, although there was some pulmonary conges- 
tion and edema. The wall of the bowel was thickened and 
edematous and showed necrosis at the junction of the jejunum 
and ileum, where an angulation of the intestine due to adhesions 
was demonstrated. The adherent intestines were covered with 
a grumous gelantinous substance, dark brown in color. The ad- 
hesions occurred only at the area where oxidized cellulose had 
been applied to the hemorrhaging bowel, although other parts 
of the jejunum had been denuded of the peritoneal cover. 


COMMENT 
In view of the experience cited above, the use of oxi- 
dized cellulose (oxycel”) in areas of the abdomen where 
loops of intestine are lying free is to be considered ex- 
tremely dangerous. 


21 Park St. 


INTRAOCULAR FOREIGN BODIES—KNAPP 


SIMPLE REMOVAL OF OCULAR 
FOREIGN BODIES 


A MANUAL METHOD 
Arthur Alexander Knapp, M.D., New York 


An eye containing a nonmagnetic foreign body is 
potentially in danger. Often the eye is doomed. Sympa- 
thetic ophthalmia, with its consequent blindness of the 
fellow eye, is to be guarded against. Manipulation within 
the eye to extract the body is fraught with difficulty, and 
attempts at removal may be followed by blindness, 
atrophy of the globe, and then enucleation. Instrumenta- 
tion to extract a nonmagnetic foreign body from within 
the vitreous is hazardous at best and only seldom is com- 
pletely successful. Since the surgeon usually meets with 
failure after instrumentation, it would be well to try a 
simpler procedure for the extraction of intraocular for- 
eign bodies, particularly if that procedure could be per- 
formed safely by any physician without special ophthal- 
mological training. This simpler method of early removal 
of nonmagnetic foreign bodies is to be favored over the 
later extraction of the body by an eye specialist. The case 
neem here illustrates this approach. 


REPORT OF A CASE 

Recently, a young boy was referred for treatment of an injury 
to his right eye by a BB shot. On first examination, without the 
benefit of roentgen examination, he showed a seriously damaged 
eye. The lids were markedly swollen and ecchymotic, and the 
palpebral fissure was sealed by the swelling. The globe was 
greatly injected with much subconjunctival hemorrhage and 
the anterior chamber was completely filled with blood. There 
was hypotony. Despite further careful examination of the lids 
and globe, no entrance wound could be seen. Roentgenographic 
examination was ordered and palliative therapy was advised. 
The roentgenograms showed a BB shot embedded in the eye 
centrally, within the vitreous, posterior to the center of the lens. 
When the patient returned to the office a couple of days later, 
a more thoroughgoing search was made for the perforation. No 
injury to the cornea was seen. The sclera was exposed as much as 
possible for closer inspection. In doing this, traction was put on 
the lids, with pressure unavoidably being applied to the globe 
over the most posterior aspects of the visible sclera. When the 
central inferior scleral area was examined, below the limbus, the 
BB shot popped out of the eyeball, covered by a yellow gelatinous 
material that took the form of a long tail when the shot, was 
removed. The eye subsequently showed slow, progressive im- 
provement to recovery, and no sympathetic ophthalmia de- 
veloped. 

COMMENT 

If an entrance wound is seen on the first examination 
and a nonmagnetic intraocular foreign body is found on 
X-ray examination, it would be well to have the patient 
keep his head in the position favoring the pull of gravity 
toward the wound. Then, in a couple of days manual 
expression without undue pressure may be made in the 
direction of the wound in an effort to extrude the for- 
eign body. Where intraocular magnetic foreign bodies 
have not been extracted by the magnet, this same pro- 
cedure may be carried out prior to any further intraocular 
surgery. Although not all attempts will prove successful, 
still a successful result in many cases not only will save 
one eye but also will prevent blindness in both by elimi- 
nating a cause of sympathetic ophthalmia. 

907 Fifth Ave. 


Read before the British Medical Association, Caribbean Area, Sept. 4, 
1951, and the Wilkes-Barre Ophthalmological Society, Jan. 30, 1951. 
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CLINICAL VALUE OF THE 
PALMOMENTAL REFLEX 


Burton August, M.D. 
and 


Robert B. Miller, M.D., New York 


The palmomental reflex consists of a unilateral (occa-. 
sionally bilateral) contraction of the mentalis and 
orbicularis oris muscles elicited by a brisk scratch 
applied to the thenar eminence of the ipsilateral hand. 

First described in 1920 by Marinesco and Radovici,' 
it has received more attention as a clinical curiosity than 
as a helpful diagnostic sign. Early workers utilized it as a 


TaBLe 1.—Clinical Significance of 


PALMOMENTAL REFLEX—AUGUST AND MILLER 
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nostic aid. Thompson noted that the palmomental reflex 
was present in 100% of an unstated number of cases of 
general paresis, and that it appeared as early or earlier 
than perioral tremor. He also reported that it was present 
in about one-half of his patients with multipte sclerosis, 
but in only 2% to 3% of the general population. The 
latter was evidenced by testing “many normal persons 
without known neurological lesions.” 

In an attempt to extend and refine these observations, 
we arbitrarily graded the reflex response as follows: 0, no 
observable response; 1+-, barely perceptible exhaustible ~ 
flicker; 2+, perceptible, easily exhaustable; 3+, gross 
movement, slowly exhaustible; 4+-, gross movement, in- 
exhaustible. Reactions graded as 1+ or 2+ are con- 


Palmomental Reflex in 482 Subjects 


Patient Classification 
Normal 


Psychosis without organie disease 


Clinical pathological changes in cord below level of 7th cervical sezment 
Clinical pathological changes intracranially 


Organie psychosis 


Signifi- 

eant 

Palmo- Patients 
Number mental ted, 


Tested Reflex Comment 


200 5 és 4 patients gave a history of head injuries or 
meningitis 
0 0 
7 1 14 1 patient with paranoid dementia praecox had 
an ll-year history and head trauma & years 
before (after dementia praecox diagnosis was 
estabjished) 
70 2 2.8 
40 1 2.5 
70 64 91 2 patients had palsy of the peripheral 7th 
cranial nerve; 4 patients had Unverricht’s 
myoclonus epilepsy; none had palmomental 
reflex 
5 5 100 
11 11 100 None had a positive palmomental reflex prior 
E.C.T. 
11 11 100 


* Electric convulsive therapy. 


TaBLE 2.—Distribution of Palmomental Reflex in 


Various Age Groups * 


Signifl- 
cant 
Age Palmo- Patients 
Number  Distri- mental Alfected, 
Patient Classification ¢ Tested bution Retlex Ge Comment 
Psychosis with organic disease............ ee 7 13-16 4 57 
20-45 7 1.1 5 had E.C.T.; 1 had and E.C.T.; 
1 had Friejireich’s atax 
Psychosis with epilepsy......... 44 20-45 7 l4 
General hospital patients without encephalopathy........... w Over 50 a 100 
* Physicians tested all patients without any foreknowledge of their diagnoses. 


+t Diagnoses used were those established at the regular staff conference. 


means of determining the integrity of the lower motor 
neurone fibres of the facial nerve. Blake and Kunkle * 
expressed the opinion that it is a “normal reflex,” that is, 
a wince reflex normally associated with a painful stimulus 
in subjects without pathology. 

Recent work by Thompson * suggested to us that, if 
somewhat refined, this test might serve as a useful diag- 


Dr. Theodore J. C. von Storch aided in this study. 

From the Division of Neuropsychiatry, Montefiore Hospital, New York, 
and Rockland State Hospital, Orangeburg, N. Y. 

Assistant in the Division of Neuropsychiatry, Montefiore Hospital, 
New York, and Senior Psychiatrist, Rockland State Hospital, Orangeburg, 
N. Y. (Dr. August). Adjunct Attending Physician, Montefiore Hospital, 
New York, and Associate Neurologist, Kings ves State Hospital, Kines 
Park, N. Y. (Dr. Miller). 

1. Marinesco, G., and Radovici, A.: Sur un réflexe cutane nouveau: 
Réflexe Palmo-Mentonnier, Rev. neurol. 27: 237, 1920. 

2. Blake, J. R., and Kunkle, E. C.: The Palmomental Reflex: A Physio- 
logical and Clinical Analysis, A. M. A. Arch. Neurol. & Psychiat. 65: 
337 (March) 1951. 

3. Thompson, G N.: The Palmo-Mental Sign, Bull. 
Neurol. Soc. 10: 174, 1945. 
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sidered positive but not significant, while 34+ and 4+ 
reactions are considered positive, hyperactive, and sig- 
nificant. 

Using this criteria, a preliminary study was made of 
482 subjects classified as: normal (200), psychoneurotic 
(70), psychotic without organic disease (70), organic 
behavioral disorders (27), encephalopathies (70), mye- 
lopathies (40), and idiopathic epilepsies (5). It was 
apparent from this study (Table 1) that a significant 
3+- or 4+ palmomental reflex was extremely common 
in the organic cerebral disorders (encephalopathies), 
and was most infrequent (1) if the organic disorder was 
in the spinal cord below the seventh cervical segment; 
(2) if no organic disorder was to be expected from 
examination of the patient; or (3) if the subject was 
normal. 

From these observations it would appear that a sig- 
nificant palmomental reflex is a reasonably reliable indi- 
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cation of an encephalopathy. Just what pathways the 
impulses follow from the fifth cervical segment to the 
lower motor neurones of the seventh cranial nerve is not 
yet known. Neither is it known why it should be ex- 
aggerated in certain disorders. These questions await 
further investigation. Nevertheless, the reflex can be of 
value to the clinician. 


Since the palmomental refiex has reportedly been 
present in a high percentage of infants,’ an effort was 
made in a second group of 347 subjects to correlate it 
with various age groups. These observations are sum- 
marized in Table 2, from which it would appear that this 
reflex may be produced by cerebral disorders or the 
process or aging. 

Just as Babinski’s reflex may be a normal finding in 
infants, the appearance of a hyperactive palmomental 
reflex in the older age groups may be due to normal cere- 
bral aging, as well as to organic cerebral disease. No cor- 
relation was observed between the palmomental reflex 
and Babinski’s reflex or its confirmatory signs. It is, there- 
fore, as yet unknown whether or not it is a pyramidal 
sign.* 

Hence, the palmomental reflex is of value to the clini- 
cian in examinations of patients past infancy and under 
50. In this period a significant reaction is strongly sugges- 
tive of organic central nervous system disease above the 
seventh cervical segment. We are unable at this time to 
give a satisfactory explanation of the anatomy or physiol- 
ogy of this reflex. Appropriate studies are in process 
elsewhere.” 

CONCLUSIONS 


The presence of a hyperactive palmomental reflex in 
a patient past infancy and under the age of 45 is virtuaily 
diagnostic of an intracranial disorder and is a depend- 
able, easily obtainable and rapid sign indicating the 
advisability of a more complete neurologic work-up. 
(Obviously, disturbances of transmission from the point 
of stimulation to the seventh cranial nerve may prevent 
use of this reflex as an indication of an encephalopathy. ) 
We feel that the reflex is of definite advantage not only 
to the neurologist, but also to the psychiatrist whose 
practice excludes neurology. 


Montefiore Hospital for Chronic Diseases, 84 Gun Hill Rd. 
(Dr. August). 


4. Wechsler, I.: A Textbook of Clinical Neurology with an Introduc- 
tion to the History of Neurology, ed. 6, Philadelphia, W. B. Saunders 
Company, 1947, p. 19. 


Accident-Prone Persons.—The personality of these patients 
prone to recurring accidents is usually that of a young person 
outwardly restless, vivacious, immediate in his demands and 
action, not able to wait, impulsive, quick in judgment, often 
taking a chance, boastful, not taking pleasure in intellectual 
pursuits but very interested in athletics and in medical and health 
subjects as they affect the body. They are people who rebel early 
against parental authority and gain independence often at the 
cost of buried aggression and psychological guilt. A curious 
feature is that the more concerned they are with their body in 
the sense of fearing mutilation, the more the likelihood of “acci- 
dentally” injuring themselves. While often outwardly happy-go- 
lucky and sociable they are inwardly aggressive: in their 
childhood development nail biting, enuresis and occasional de- 
linquencies are notable—D. Cappon, M.D., Some Psychoso- 
matic Aspects of Injuries, The Canadian Medical Association 
Journal, October, 1951. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Lidocaine Hydrochloride (See New and Nonofficial Remedies 
1951, p. 36). 

Solution Xylocaine Hydrochloride 0.5%: 50 cc. vials. A so- 
lution containing 5 mg. of lidocaine hydrochloride and 8 mg. of 
sodium chloride in each cubic centimeter. Preserved with 0.1% 
methylparaben. Astra Pharmaceutical Products, Inc., Worcester, 
Mass. 

Solution Xylocaine Hydrochloride 1%: 20 cc. and 50 ce. 
vials. A solution containing 10 mg. of lidocaine hydrochloride 
and 7 mg. of sodium chloride in each cubic centimeter. Pre- 
served with 0.1% methylparaben. Astra Pharmaceutical 
Products, Inc., Worcester, Mass. 

Solution Xylocaine Hydrochloride 2%: 50 cc. vials. A solu- 
tion containing 20 mg. of lidocaine hydrochloride and 6 mg. of 
sodium chloride in each cubic centimeter. Preserved with 0.1% 
methylparaben. Astra Pharmaceutical Products, Inc., Worcester, 
Mass. 

Solution Xylocaine Hydrochloride 2% with Epinephrine 
Hydrochloride 1:50,000: 50 cc. vials. A solution containing 20 
mg. of lidocaine hydrochloride, 0.02 mg. of epinephrine hydro- 
chloride and 6 mg. of sodium chloride in each cubic centimeter. 
Preserved with 0.1% methylparaben. Astra Pharmaceutical 
Products, Inc., Worcester, Mass. 


Methamphetamine Hydrochloride-U.S.P. (See New and Nonof- 
ficial Remedies 1951, p. 193). 

Solution Doxyfed: 473 cc. and 3.78 liter bottles. A flavored 
aqueous solution containing 1.5 mg. of methamphetamine hydro- 
chloride in each cubic centimeter. Raymer Pharmacal Company, 
Philadelphia. 

Tablets Doxyfed: 2.5 mg. and 5 mg. Raymer Pharmacal 
Company, Philadelphia. 


Cod Liver Oil Concentrate Tablets (See New and Nonofficial 
Remedies 1951, p. 465). 

Tablets Cod Liver Oil Concentrate with added Vitamin Ds: 
Each tablet has a potency of not less than 3,120 U.S.P. units of 
Vitamin A and of not less than 312 U.S.P. units of Vitamin D. 
White Laboratories, Inc., Kenilworth, N. J. 


Estrone-U.S.P. (See New and Nonofficial Remedies 1951, p. 
333). 

Aqueous Suspension Estrone: 10 cc. vials. A suspension con- 
taining 2 mg. (20,000 I. U.) and 5 mg. (50,000 I. U.) of estrone in 
each cubic centimeter. E. S. Miller Laboratories, Inc., Los 
Angeles. 


Chloramphenicol-U.S.P. (See New and Nonofficial Remedies 
1951, p. 118). 

Ophthalmic Ointment Chloromycetin 1%: 56.7 gm. tubes. 
An ointment containing 10 mg. of chloramphenicol in each gram. 
Parke, Davis & Company, Detroit. 


p-Aminosalicylic Acid (See New and Nonofficial Remedies 1951, 
p. 89). 

Powder Para-Aminosalicylic Acid: Bulk; for manufacturing 
use. Chemo Puro Manufacturing Corporation, Long Island City, 
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PROPHYLAXIS OF OPHTHALMIA 
NEONATORUM 


There have recently appeared in various lay magazines 
several articles and short comments adversely criticizing 
the Credé silver nitrate prophylaxis for ophthalmia neo- 
natorum and advocating some form of antibiotic pro- 
phylaxis, usually penicillin, in the medium of an ophthal- 
mic Ointment. The various arguments for and against 
both silver nitrate and penicillin prophylaxis have been 
reviewed by various committees of ophthalmologists and 
have been the subject of,clinical investigation in several 
obstetric clinics. The net result of these reports and in- 
vestigations is that, although the experiences in various 
obstetric clinics clearly indicate that a penicillin prophy- 
laxis, administered under proper control, is the equal of 
and in some respects superior to the established silver 
nitrate procedure, nevertheless no radical change in the 
existing laws or regulations requiring the silver nitrate 
prophylaxis should be recommended at this time. 

The Credé method consists of a thorough cleansing of 
the newborn infant’s eyes, the instillation of one drop of 
a l per cent solution of silver nitrate in each conjunc- 
tival sac, and after one to two minutes the irrigation of 
the eyes to remove the silver nitrate and any desquamated 
epithelium. Prior to the introduction of this prophylaxis 
in 1882, the incidence of ophthalmia neonatorum in the 
Leipzig Lying-In Hospital was 10.8 per cent and was re- 
ported to be over 10 per cent in other obstetric clinics 
throughout the world. Similarly, the incidence of blind- 
ness from ophthalmia neonatorum in 22 German asy- 
lums was 30 per cent in 1876. After the introduction of 
the Credé method, the incidence of ophthalmia neona- 
torum in the Leipzig institution and other obstetric 
clinics fell to less than 1.0 per cent, and the incidence of 
blindness from ophthalmia neonatorum in the blind asy- 
lums fell proportionately. At present, ophthalmia neo- 
natorum is a relatively rare complication of childbirth in 
the United States. Some form of prophylaxis against 
ophthalmia neonatorum is now required by either law or 
regulation in all 48 states and the District of Columbia. 
In 32 states the laws or regulations specify the silver 
nitrate method, while in only one state is penicillin men- 
tioned as an alternate procedure. 

The opponents of the silver nitrate prophylaxis and 
proponents of the penicillin method argue that in 50 per 
cent of the infants treated with silver nitrate chemical 
conjunctivitis later develops, which, while not serious, is 
disturbing; that stock solution of silver nitrate may evap- 
orate to the extent that the solution used may become 
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dangerously strong and may actually cause organic dam- 
age to the cornea; occasional mistakes such as the use of 
a 10 per cent solution instead of the proper 1 per cent 
solution have been made and as a result the infant so 
treated is permanently blinded; penicillin prophylaxis is 
equally efficacious in the prevention of ophthalmia neo- 
natorum and carries with it none of the above objections; 
and that the net value of the silver nitrate procedure lies 
in the preliminary cleansing of the eye, which is real asep- 
sis, and that the use of strong chemicals such as silver 
nitrate harks back to Listerian antisepsis. 

The ophthalmologists and obstetricians opposing an 
abandonment of the silver nitrate prophylaxis at this time 
argue that, while 1 per cent silver nitrate does cause 
chemical conjunctivitis in a high percentage of cases, 
such conjunctivitis is trivial, and, in hundreds of thou- 
sands of cases in which it has been used, there is no 
record that a properly performed Credé prophylaxis has 
done any harm to the infant’s eyes. It has been proved to 
be an effective prophylaxis against ophthalmia neona- 
torum. They further argue that the danger of evaporation 
or use of a wrong solution is completely obviated by the 
use of the modern wax ampules and that no possible 
change of laws or regulations can save an ignorant or 
careless physician from the results of his folly. While the 
penicillin prophylaxis is equally efficacious in preventing 
ophthalmia neonatorum, the ointments or solutions 
should be kept on ice, and even then they may deteriorate 
in time. Thus, unless properly preserved and renewed, the 
penicillin may become inactive. Further, they point to the 
possibility of sensitization to penicillin and emphasize 
that neither silver nitrate nor penicillin is effective against 
the virus of inclusion blenorrhea. Finally they claim that 
in all probability some new antibiotic will be found that 
will be effective against both the Gonococcus and the 
virus and that therefore the time is not yet ripe for recom- 
mendations for a change in the already existing laws and 
regulations. 

While there is much truth in both sides of the contro- 
versy, the weight of the argument appears to oppose the 
abandonment of silver nitrate. There is no doubt that the 
use of penicillin by parenteral injection in the mother be- 
fore birth of the infant, in the baby immediately after 
birth, or, preferably, by topical application of penicillin 
ointment (100,000 units per gram) in the eyes of the 
newborn infant, all effectively prevent ophthalmia neo- 
natorum and eliminate the later troublesome chemical 
conjunctivitis. It is equally true that there is more danger 
of an improperly preserved or old penicillin ointment be- 
coming ineffective than there is of deterioration of the sil- 
ver nitrate in the modern wax ampules. The danger of 
sensitization of the infant by one application of penicillin 
Ointment is so slight it may be dismissed. Present investi- 
gation indicates that there is hope that some new antibi- 
otic may have a sufficiently wide spectrum to be effective 
against both the Gonococcus and the virus of inclusion 
blenorrhea. Thus, while there can be no possible objec- 
tion to the use of penicillin prophylaxis in hospital clinics 
where its use is well controlled, it would appear that any 
specific recommendations for changes in the state laws 
or regulations would at this time be premature. It is, how- 
ever, quite possible that further investigations will permit 
firm recommendations for a prophylaxis with an anti-« 
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biotic with a wider spectrum than is possessed by penicil- 
lin and without the objections that can now be made 
against the penicillin procedure. 


ARTERIOVENOUS PULMONARY FISTULA 


Hereditary hemorrhagic telangiectasia, or Rendu- 
Osler-Weber disease, is an uncommon but well-estab- 
lished clinical entity characterized by multiple telangiec- 
tasias, hemorrhages, and hereditary transmission. The 
lesions are commonly seen on the face, the lips, and the 
mucosa of the nose, lips, mouth, and the gastrointestinal 
tract. Telangiectasias may also involve various viscera. 
The literature contains only occasional reference to pul- 
monary involvement, which is usually discovered post- 
mortem. Bowers ' reported in 1936 the death of a new- 
born child caused by hemorrhage from a ruptured pul- 
monary hemangioma. Rodes,’ in 1938 reported what 
appears to be the first case of hemangioma of the lung 
associated with secondary polycythemia. His patient had 
cyanosis, clubbed fingers and toes, and polycythemia. 
The red blood cell count was 7,540,000 and the hemo- 
globin 118%. The patient died from a massive pul- 
monary hemorrhage, and the postmortem revealed two 
hemangiomas in the right lung and one in the left. Smith 
and Horton reported a similar case in a man of 47. 

Hepburn and Dauphinee * are credited with having 
performed the first pneumonectomy in a girl, 23, with 
polycythemia and an infiltrating lesion of the lung. The 
lung contained a large angiomatous mass in the midpor- 
tion of the lower lobe. Immediately after the operation, 
there was disappearance of cyanosis, a more gradual dis- 
appearance of clubbing of the digits, and pronounced 
improvement in general health. Janes * reported a man of 
30 with cyanosis, multiple small hemangiomas on the 
lower lip, and a history of coughing up bright blood. Ra- 
diographs showed two shadows in the right lung and one 
in the left. There was a blowing murmur in the region of 
the cardiophrenic angle. The right side was operated 
upon first, and two hemangiomatous lesions were re- 
moved by local excision. Six months later two lesions in 
the left lobe were excised. 

Subsequent reports by Goldman,’ Jones and Thomp- 
son,° Adams and his co-workers,’ of Burchell and 
Clagett,” and of Makler and Zion * have contributed to 
the formulation of a comprehensive picture of this inter- 
esting entity. The symptoms, signs, and the course of the 
condition in all of the reports were sufficiently similar 
for a clinical entity of cavernous hemangioma or arterio- 
venous fistula of the lung with secondary polycythemia 
to be established. The patients showed the characteristic 
triad of cyanosis, clubbing of the fingers and toes, and 
polycythemia. Other symptoms were dizziness, headache, 
faintness, thickness of speech, fatigue, and dyspnea on 


- exertion. The arterial blood showed low oxygen satura- 


tion. A striking negative finding was the absence of signs 
of cardiac disease. The cyanosis that occurs in these cases 
is due to the shunt effect of the tumor, which deviates 
blood from the pulmonary artery into a pulmonary vein 
without transmission through the alveolar capillaries. 
The clubbing of the digits and the polycythemia develop 
as secondary manifestations of systemic anoxemia. The 
pclycythemia is a compensating mechanism, an attempt 
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on the part of the hematopoietic system to compensate for 
the anoxemia. The blood picture differs from that in pri- 
mary polycythemia by the absence of basophilic stippling 
and by the absence of immature white cells. 

A constant radiological finding is that of one or more 
nonprogressive pulmonary lesions that are seen as round 
masses, and which on fluoroscopic examination may be 
seen to pulsate. A continuous murmur, loudest at inspira- 
tion and fading out at expiration, may be heard over 
the lesion. 

The lesions described are probably all congenital and 
in some cases hereditary. They represent developmental 
abnormalities of capillaries, small venules, and small 
arterioles. The pathological changes are those of a dis- 
tended afferent artery and distended efferent veins. Be- 
tween the arterial and venous system there is either a 
direct communication through one or several larger vas- 
cular trunks or a network of distended vessels instead of 
capillaries. Degenerative changes develop in the walls 
and may lead to rupture. 

Moyer and Ackerman '® state that of the 15 cases 
reported in the literature up to 1948, association with 
hereditary hemorrhagic telangiectasias was demonstrated 
in only 3, although 9 patients had telangiectasias of the 
nose, face, or lips. They reported a family with hemor- 
rhagic hereditary telangiectasias, two members of which 
had visceral involvement consisting of pulmonary arterio- 
venous fistula. 

Treatment of arteriovenous pulmonary fistula is essen- 
tially surgical. In view of the modern advances in thoracic 
surgery, it presents no difficulties. Eradication of the 
fistula may be accomplished rarely, as in the case of 
Janes, by local excision and more commonly by a lobec- 
tomy or a pneumonectomy. Bisgard,'' and Hepburn and 
Dauphinee and others stress that surgical intervention 
is indicated in these cases, even in the absence of in- 
capacitating symptoms, because of the hazard of a fatal 
pulmonary hemorrhage or of thrombotic sequelae due to 
polycythemia. 

The steadily increasing number of cases reported sug- 
gests that the condition is much commoner than has been 
supposed. Awareness of the picture should lead to a more 
frequent diagnosis of the condition. 
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ORGANIZATION SECTION 


FACTS ABOUT A. M. A. DUES FOR 1952 


The following information on membership dues for the 
American Medical Association for 1952 has been compiled by 
the office of the Secretary of the American Medical Association. 

1. American Medical Association membership dues for 1952 


2. Fellowship dues for 1952 have been abolished. 

3. American Medical Association membership dues are levied 
on “active” members of the Association. A member of a con- 
stituent association who holds the degree of Doctor of Medicine 
or Bachelor of Medicine and is entitled to exercise the rights 
of active membership in his constituent association, including 
the right to vote and hold office as determined by his constitu- 
ent association, and has paid his American Medical Association 
dues, subject to the provisions of the By-Laws, is an “active” 
member of the Association. 

4. American Medical Association membership dues are pay- 
able through the component county medical society or the con- 
stituent state or territorial medical association, depending on the 
method adopted locally. 

5. Commissioned medical officers of the United States Army, 
the United States Navy, the United States Air Force or the 
United States Public Health Service, who have been nominated 
by the Surgeons General of the respective services, and the per- 
manent medical officers of the Veterans Administration and the 
Indian Service, who have been nominated by their Chief Medi- 
cal Directors, may become Service Fellows on approval of the 
Judicial Council. Service Fellows need not be members of the 
component county or constituent state or territorial associations 
or the American Medical Association. They do not receive any 
publication of the American Medical Association except by per- 
sonal subscription. If a local medical society regulation permits, 
a Service Fellow may elect to become an active member of a 
component and constituent association and the American Medi- 
cal Association, in which case he would pay the same member- 
ship dues as any other active member and receive a subscription 
to THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION. 

6. An active member of the American Medical Association 
may be excused from the payment of American Medical Asso- 
ciation membership dues when it is deemed advisable by the 
Board of Trustees, provided that he is partially or wholly ex- 
cused from the payment of dues by his component society and 
constituent association. 

The following may be excused in accordance with this pro- 
vision: (a) members for whom the payment of dues would con- 
stitute a financial hardship as determined by their local medical 
societies; (6) members in actual training but not more than five 
years after graduation from medical school; (c) members who 
have retired from active practice; (d) members who have reached 
the age of 70, on request, and starting January | following the 
70th birthday, and (e) members who are called to active duty 
with the armed forces (exemption begins July 1 or January 1 
following entrance on active duty). The last two categories are 
excused from A. M. A. dues regardless of local dues exemptions. 

7. Active members of the American Medical Association are 
not excused from the payment of American Medical Association 
membership dues by virtue of their classification by their local 
societies as “honorary” members or because they are excused 
from the payment of local and state dues. Active members may 
be excused from the payment of American Medical Association 
membership dues only under the provision described in para- 
graph 6 above. 

8. American Medical Association membership dues include 
subscription to THE JOURNAL OF THE AMERICAN MEDICAL Assocl- 
ATION. Active members of the Association who are excused from 
the payment of dues will not receive THE JOURNAL except by 
personal subscription at the regular subscription rate of $15 
a year. 

9. Members may substitute one of the special journals pub- 
lished by the Association for THe JOURNAL to which they are 
entitled as members. 


10. A member of the American Medical Association who 
joins the Association on or after July 1 will pay membership 
dues for that year of $12.50 instead of the full $25 membership 
dues. 

11. An active member is delinquent if his dues are not paid 
by June 1 of the year for which dues are prescribed and shall 
forfeit his active membership in the American Medical Asso- 
ciation if he fails to pay the delinquent dues within thirty days 
after the notice of his delinquency has been mailed by the Sec- 
retary of the American Medical Asscciation to his last known 
address. 

12. Members of the American Medical Association who have 
been dropped from the Membership Roll for nonpayment of 
annual dues cannot be reinstated until such indebtedness has 
been discharged, but such indebtedness shall apply only to the 
one year of delinquency. 

13. The apportionment of delegates from each constituent 
association shall be one delegate for each thousand (1,000), or 
fraction thereof, active members of the American Medical Asso- 
ciation as recorded in the office of the Secretary of the American 
Medical Association on December 1 of each year. 


SCIENTIFIC EXHIBIT, CHICAGO SESSION 


Attention is called to the fact that applications for space in 
the Scientific Exhibit at the Chicago Session of the American 
Medical Association, June 9-13, 1952, will close on January 15. 
Applications should be sent immediately so that the Committee 
on Scientific Exhibit will have an opportunity to consider them. 
|Late applications will be placed on the waiting list to be con- 
sidered by the Committee if space is available. 

Applications should be sent to the Director, Scientific Exhibit, 
American Medical Association, 535 N. Dearborn St., Chicago 10. 


WOMAN’S AUXILIARY CONFERENCE 


The two-day, eighth annual conference of the presidents and 
presidents-elect of the auxiliaries to the state medical societies 
and the committee chairmen of the Woman’s Auxiliary to the 
American Medical Association drew a registration of more than 
150. The conference, held in Chicago Nov. 14-15, was built 
around the theme “Working Together for Health.” Among the 
many speakers during the conference were Auxiliary President 
Mrs. Harold F. Wahlquist, Minneapolis; Dr. Ernest B. Howard, 
Assistant Secretary of the A. M. A.; Edward H. O'Connor, 
Chicago, managing director of the Insurance Economic Society 
of America, and Dr. Walter Judd, Minneapolis, a member of 
the House of Representatives in Washington. Dr. Judd’s inspir- 
ing speech will be published in the December Bulletin of the 
Woman’s Auxiliary. Mrs. Ralph Eusden, Long Beach, Calif., 
President-Elect of the Auxiliary, presided at the conference 
sessions. 


TWO HUNDRED ATTEND 
SCHOOL HEALTH MEETING 


More than 200 persons—educators, physicians, and public 
health officials—from 36 states, the District of Columbia, 
Hawaii, Japan, and Israel, attended the Third National Con- 
ference on Physicians and Schools, which was held recently at 
the Moraine Hotel in Highland Park, Il. The conference was 
sponsored by the Bureau of Health Education of the A. M. A. 
Dr. W. W. Bauer, Bureau Director, told the gathering that the 
purpose of the conference was to develop cooperative and effec- 
tive health services for school children. Many speakers took 
part in the two-day program, including Fred V. Hein, Ph.D., 
health education consultant, and Dr. Donald A. Dukelow, medi- 
cal consultant, of the Bureau. Conference participants were 
divided into five discussion groups, covering every phase of the 
school child’s health. Each division made a report which was 
adopted by the conference. Several reports emphasized the im- 
portance of having the family physician conduct the health 
examinations of children whenever possible. 
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MEDICAL NEWS 


ALABAMA 

Personal.—Dr. Walter S. Parsons, Mobile, has been named a 
chevalier de la Légion d’Honneur by the French government in 
recognition of services rendered to the Allied cause during the 
two World Wars and particularly to the Free French Forces 
during the last conflict. 


ARKANSAS 

Annual Neuropsychiatric Meeting.—The fourth annual neuro- 
psychiatric meeting of the Veterans Administration Hospital, 
North Little Rock, Ark., will be held there February 28-29. 
Among the guest lecturers will be Dr. Leo H. Bartemeier, 
president, American Psychiatric Association, Detroit, Mich.; 
Dr. Daniel Blain, medical director, American Psychiatric As- 
sociation, Washington, D. C.; Vice-Admiral (retired) Joel T. 
Boone, chief medical director, Veterans Administration, Wash- 
ington, D. C.; Dr. Paul C. Bucy, neurosurgeon, Chicago; Dr. 
D. Ewen Cameron, president-elect, American Psychiatric Associ- 
ation, Montreal, Canada; Dr. Edward H. Cushing, assistant chief 
medical director, Veterans Administration, Washington, D. C.; 
Dr. Edwin F. Gildea, head, department of neuropsychiatry, 
Washington University School of Medicine, St. Louis; O. Hobart 
Mowrer, Ph.D., research professor of psychology, University of 
Illinois, Urbana; Dr. Philip Thorek, surgeon, Chicago; and Dr. 
Harvey J. Tompkins, chief, psychiatry and neurology division, 
Veterans Administration, Washington, D. C. There will be also 
about ten clinical demonstrations and thirty technical exhibits 
concerned with the hospital itself. There will be no charge for 
registration, and attendance of all interested professional per- 
sonnel will be welcomed. Information may be obtained from Dr. 
Ewin S. Chappell, Director of Professional Education, Veterans 
Administration Hospital, North Little Rock, Ark. 


CALIFORNIA 


Dedicate Research Building.—The $25,000 one story building 
built by the Alumni Research Foundation of the College of 
Medical Evangelists on the Loma Linda campus was dedicated 
November 25. Dr. Roger W. Barnes, Los Angeles, foundation 
president, presided at the exercises. Several alumni are helping 
the foundation to further research at the College of Medical 
Evangelists by assigning to the foundation all profits from the 
sale of medical instruments specially developed by them. The 
research shop will house machinery used in the manufacture of 
some of these instruments. 


COLORADO 

Metz Award Established.—The Colorado Society of Anesthesi- 
ologists has announced the creation of the C. Walter Metz 
Award. This award is to be given annually to a member of that 
society for outstanding achievement in the field of anesthesi- 
ology. 


Dr. Sabin Honored.—Dr. Florence R. Sabin, Denver, was 
honored at recent ceremonies at which the new $1,000,000 
cancer wing at the University of Colorado Medical Center was 
dedicated. The new wing will be known as the Florence R. Sabin 
Building for Research in Cellular Biology. Among the speakers 
at the dedicatory ceremonies was Dr. Leonard A. Scheele, 
Surgeon General, U. S. Public Health Service. The ceremonies 
were held December 1-2, a few days after Dr. Sabin celebrated 
her 80th birthday, at which time her colleagues honored her at 
a dinner and presented her with a bound volume of felicitations 
from all parts of the country. Dr. Sabin has had a brilliant 
career as teacher, research worker, physician, counselor, and 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


public health leader. She was recently awarded the General Rose 
Memorial Hospital’s 1951 medal for distinguished public service. 
She is one of six honorary members of the Colorado State 
Medical Society. 


FLORIDA 


Lectures at Children’s Cardiac Home.—Dr. Robert P. Grant, 
member of the National Heart Institute. Bethesda, Md., com- 
pleted a series of lectures on “Spatial Vector Electrocardiog- 
raphy” to a group of Miami physicians December 17-21. The 
course was arranged and sponsored by the National Children’s 
Cardiac Home. 


ILLINOIS 


Appointments to State Board of Health Advisors.—Four addi- 
tional members have been appointed to the State Board of Public 
Health Advisors, an adjunct to the state department of public 
health. They are Dr. Frank J. Jirka, Chicago, former director of 
the state health department and clinical associate professor of 
surgery, University of Illinois; Dr. Charles O. Lane, West Frank- 
fort, member of the council of the Illinois State Medical Society; 
Dr. Frank Garm Norbury, Jacksonville, and Miss Jessie F. 
Binford, Chicago, executive director of the Juvenile Protec- 
tive Association. The four new positions on the board were 
created by House Bill 590, which was passed by the 67th 
General Assembly. 


Chicago 


Indigent Arthritic Patients to be Rehabilitated.—The Arthritis 
and Rheumatism Foundation, Illinois Chapter, has announced 
in connection with its $350,000 drive for funds in Illinois that 
60% of the funds raised in Chicago will be used to give aid 
medically and financially to the indigent victims of arthritis and 
rheumatism in Chicago. It is the first time, according to the 
foundation, that these sufferers will be aided through the Illinois 
Chapter. It has established 11 clinics in the city for indigent 
patients. Each applicant will be placed under the care of a 
special team consisting of a physician, therapist, rheumatologist, 
orthopedist, medical social worker, and a nurse. As each wage 
earner is rehabilitated another will be investigated. Forty per 
cent of the funds collected locally will go to the national foun- 
dation for research. 


INDIANA 


Lions Club Gift to University —Members of the Lions Clubs of 
Indiana attended an open house held in the Indiana University 
School of Medicine department of radiology, Indianapolis, on 
December 2. State officers of the Lions and trustees of the Lions 
Club Cancer Control Fund were guests at a luncheon preceding 
the afternoon program. The affair was arranged in recognition 
of the activities of Indiana Lions in underwriting the purchase 
of x-ray equipment, including the million-volt unit. The clubs 
pledged $50,000 to equip the department, and about $42,000 of 
that amount has been paid. 


MARYLAND 


New System to Correct Birth Records.—The bureau of vital 
records of the Baltimore City Health Department on October 18 
closed the first year of its birth record correction advisory 
service. The names of a number of residents of Baltimore, 
especially children, do not match their birth certificates and 
could some day result in tax mix-ups and loss of inheritances 
and social security benefits. A new system was developed last 
year by the bureau of vital records in cooperation with the legal 
aid bureau. Confidential sessions are held from 5 to 7 p. m. on 
the second and fourth Wednesday of each month. Problems in- 
volving names in questions of legitimacy and paternity of more 
than a hundred persons have been straightened out, and the 
bureau has handled other changes in the records resulting from 
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adoptions, legal changes of name, and previously unrecorded 
births. A special feature of the service is the opportunity given 
unwed parents, under certain conditions, to give the father’s 
surname to their issue without court action. 


MASSACHUSETTS 


Appoint Assistant Dean.—Dr. David McLean Greeley, Prince- 
ton, N. J., has been appointed assistant dean at Boston Univer- 
sity School of Medicine. He will also take charge of admissions 
and student relations at the school of medicine and will be 
active on the staff of the Massachusetts Memorial Hospitals as 
a member of the medical associates. Dr. Greeiey succeeds Dr. 
Francis C. Lowell, who will continue teaching and research on 
allergy at the school of medicine and at the Massachusetts 
Memorial Hospitals, Boston. From 1941 until his recent appoint- 
ment Dr. Greeley was an instructor in pediatrics at Columbia 
University, New York. He has also been assistant attending 
pediatrician at Babies’ Hospital, New York, and chief of the 
pediatric cerebral palsy clinic of that hospital; attending pedi- 
atrician at St. Francis Hospital, Trenton, N. J.; attending 
pediatrician at the House of St. Giles the Cripple, Garden City, 
N. Y., and pediatric consultant of the United Cerebral Palsy 
Association’s Chestnut Hill Project in Pennsylvania. Dr. Greeley 
is the third member of the family doing medical work in Boston. 
Dr. Hugh Payne Greeley, the father, is doctor of internal medi- 
cine at Boston’s Lahey Clinic, and Dr. Hugh McLean Greeley 
is interning at the Massachusetts Memorial Hospitals. 


MICHIGAN 


Surgical Chief Retires —Dr. Frank C. Witter was honored by 
the surgical staff of the Highland Park General Hospital at a 
dinner November 28 commemorating his retirement as chief of 
the surgical department of the hospital, a position he has held 
for 30 years. He will continue in the private practice of surgefy. 


Paul De Kruif Made Honorary Member of County Society.— 
Paul de Kruif, Ph.D., was made an honorary member of the 
Ottawa County Medical Society at its regular meeting December 
7 in the city of Holland, at which time the following resolution 
was passed: 

Wuereas, Dr. Paul de Kruif, a native son of Ottawa County, born in 
Zeeland, Michigan, has brought fame to himself and to this community 
by his outstanding ability as a medical writer, and 

Wuereas, Dr. Paul de Kruif has distinguished himself for his services 
and attainments in medicine and the allied sciences, and 


Wuereas, Dr. Paul de Kruif has rendered other services of unusual 
value to organized medicine and the medical profession, be it therefore 


Resolved, That Dr. Paul de Kruif be elected as an honorary member 
to the Ottawa County Medical Society. 


Course on the Acoustical Spectrum.—The School of Public 
Health of the University of Michigan, Ann Arbor, in collabora- 
tion with the Institute of Industrial Health, will offer a course 
on the “Acoustical Spectrum, Sound—Wanted and Unwanted,” 
February 5-8 under the chairmanship of Dr. Carey P. McCord. 
The course will include material on sound, sonics, biophysics of 
sound perception, effects of sound, and sound control. The 
course is given to serve public health, industrial health and safe- 
ty personnel, industrial management and municipal officials, 
industrial physicians, otologists, and general practitioners. The 
enrollment fee of $10 should be submitted with application for 
enrollment to H. E. Miller, School of Public Health of the 
university. 


MINNESOTA 


Dr. Lundy to be Guest Editor of Lancet.—Dr. John S. Lundy, 
head of the department of anesthesiology of the Mayo Clinic, 
Rochester, has been named guest editor of The Journal Lancet 
for the February, 1952, issue. Dr. Lundy plans to devote the 
entire issue to the subject of pain. 


Phi Delta Epsilon Lecture.—This annual lecture, presented at 


the University of Minnesota, Minneapolis, will be given in the 
auditorium of the Museum of Natural History at 8:15 p. m. 
February 14. Dr. Charles P. Bailey of Philadelphia will discuss 
“Recent Advances and Future Trends in Cardiac Surgery.” All 
physicians and medical students are invited to attend. 


J.A.M.A., Jan. 12, 1952 


NEW YORK 


Brooklyn Aftercare Clinic.—A new aftercare clinic in Brooklyn 
to centralize service to convalescent patients from several in- 
stitutions is now operating on a limited schedule. The clinic, 
which will contain 11 consultation offices, a group therapy cen- 
ter, and general office space, is at 153 Pierrepont St. The service 
is similar in organization and facilities to the Manhattan After- 
care Clinic, which has been in operation since 1944. The new 
clinic serves convalescent patients from Kings Park, Pilgrim, 
Central Islip, and Creedmoor state hospitals, Letchworth Village 
and Wassaic State School, and other institutions needing the 
service. It will provide psychiatric and social service, each par- 
ticipating institution conducting its own clinics at stated times 
with its own personnel. The clinic will be open daily and eve- 
nings as needs of the patients indicate. 


New York City 


Joint Meeting of Tuberculosis and Heart Societies.—A joint 
meeting of the Tuberculosis Sanatorium Conference of Metro- 
politan New York and the New York Heart Association will be 
held at 8:30 p. m. January 22 in Hosack Hall of the New York 
Academy of Medicine. The following program will be presented: 
Irving S. Wright, Diagnosis and Treatment of Pulmonary Infarction. 


Charles T. Dotter, Angiocardiography in Diagnosis of Mediastinal 
Masses. 


Herbert C. Maier, Surgical Treatment of Tuberculous Pericarditis. 


Personals.—Dr. Edward H. Mandel has been appointed assistant 
clinical professor of dermatology at the New York Medical 
College-Flower and Fifth Avenue Hospital. A dinner in 
honor of Dr. Clarence P. Oberndorf on the occasion of his 70th 
birthday will be given him by his friends and colleagues the 
evening of February 15 at the Waldorf-Astoria in New York. 
Dr. Fred W. Stewart lectured to staff members of the 
Armed Forces Institute of Pathology, Washington, D. C., on 
December |! and 13 on “Spontaneous Involution of Cancer and 
Cancer of the Breast.” 


OHIO 


County Society Anniversary—The 80th anniversary of the 
founding of the Mahoning County Medical Society is to be 
celebrated January 15. A banquet on that date at the Youngs- 
town Country Club will honor all living past presidents of the 
society. 


TEXAS 


Drs. Cori to Give First Bodansky Lecture —The Meyer Bodan- 
sky Lectures at the University of Texas Medical Branch, Gal- 
veston, will be inaugurated by Dr. and Mrs. Carl F. Cori, of 
Washington University School of Medicine, St. Louis, on Febru- 
ary 13. The Meyer Bodansky Lectureship was established by a 
group of Galveston business men in memory of the late Dr. 
Meyer Bodansky, who was professor of pathological chemistry 
at the University of Texas Medical Branch from 1926 to his 
death. Dr. Carl F. and Dr. Gerty T. Cori received the Nobel 
Prize in 1947 for their contributions on carbohydrate meta- 
bolism. 


GENERAL 


Personal.—Dr. Martha Eliot, chief of the United States Chil- 
dren’s Bureau, received the American Woman’s Association 
Award for Eminent Achievement December 9, in recognition of 
her “spirit of leadership and career of service to others.” 


Masonic Fund for Research on Dementia Praecox.—The Scot- 
tish Rite Masons of the Northern Jurisdiction have appropriated 
$70,000 for study on dementia praecox, on which they have 
spent over a million dollars since 1935. The fund will be used 
this year. 


Death of Dr. Irwin.—Robert B. Irwin, LL.D., Port Orchard, 
Wash., retired executive director of the American Foundation 
for the Blind, died at his home December 12, aged 68, of a heart 
attack. He had been executive director of the American Founda- 
tion for the Blind from 1929 to 1950. Dr. Irwin had been blind 
since the age of 5. 


14 

11952 


“Vol. 148, No. 2 


Meeting of Pathologists and Cancer Society.—The South Cen- 
tral Regional Committee of the College of American Pathologists 
has planned a joint mecting with the Louisiana Association of 
Pathologists and the state division of the American Cancer 
Society at the Hotel Roosevelt in New Orleans February 1-2. 
The first day will be devoted to a tumor seminar, with Dr. Lauren 
V. Ackerman, Washington University School of Medicine, St. 
Louis, as the guest conductor. Ten papers will be given on 
Saturday. 


Society Elections.—At the annual meeting of the Association for 
Research in Nervous and Mental Disease in New York, Decem- 
ber 14-15, the following officers were elected for 1952: Dr. 
H. Houston Merritt, New York, president; Dr. Robert F. Loeb, 
New York, first vice-president; Dr. Charles D. Aring, Cincinnati, 
second vice-president; Dr. Clarence C. Hare, New York, secre- 
tary-treasurer, and Dr. Rollo J. Masselink, New York, assistant 
secretary. Two additional trustees elected to the board of 
trustees were Drs. H. Houston Merritt and Clarence C. Hare. 
The subject for the 1952 meeting will be “Metabolic and Toxic 
Diseases of the Nervous System.” The American Associa- 
tion of Medical Clinics at its annual session in Los Angeles 
December 3 elected the following officers for the coming year: 
Dr. Dean H. Echols, Ochsner Clinic, New Orleans, La., presi- 
dent; Dr. Russell J. Moe, Duluth (Minn.) Clinic, vice-president; 
and Dr. Arthur H. Griep, Welborn Clinic, Evansville, Ind., 
secretary-treasurer. The next meeting will be held in Denver 
in December, 1952, immediately prior to the American Medical 
Association clinical session. 


The Nation’s Health in 1951.—United States citizens enjoyed 
exceptionally good health in 1951, according to Dr. Louis I. 
Dublin of the Metropolitan Life Insurance Company, New York. 
The death rate in the United States was about 917 per 1,000, or 
only 1% above the all-time low mark set in 1950, Dr. Dublin 
reported. The excellent record of 1951 was achieved in the face 
of a wave of respiratory disease in February and March. The 
year’s death rate from tuberculosis appears to have fallen below 
20 per 100,000 population, a mark not expected for several years 
yet, and a reduction from last year of better than 10%. One has 
to go back only to 1943 to find a rate double that of 1951, and 
only to 1933 for a rate three times as high. The infant mortality 
rate, estimated at 29 per 1,000 live births, will equal or perhaps 
slightly better in 1951 the all-time low of 1950. The maternal 
mortality rate, estimated at less than 0.7 in every 1,000 live 
births, will set a new low. Within five years this rate has been 
cut more than 50%. Although the number of children is now 
greater than ever before in our history, communicable diseases 
of childhood are an insignificant part of the total mortality. The 
leading causes of death among children are accidents and cancer. 
Poliomyelitis was slightly less prevalent than in 1950, and the 
mortality also was slightly lower. The total number of cases for 
the year was about 29,000 as compared with more than 33,000 
in 1950. Despite the outbreak of respiratory disease in the early 
months of 1951, the death rate from respiratory conditions re- 
mained low, with the combined rate from pneumonia and influ- 
enza rising less than 5% over 1950. Mortality from appendicitis 
continued to decline in 1951 and is now nearly 75% less than 
10 years ago. 

The degenerative diseases of middle and later life and cancer 
dominate the mortality picture in this country and in 1951 
showed a modest increase over the year before. This is not 
unexpected in view of the steady rise in the average age of the 
population and the respiratory epidemic of early 1951 that 
hastened the deaths of many older persons. However, there was 
a small decrease in the death rate from diabetes. Mortality from 
accidents was up in 1951. Motor vehicle accidents account for 
about half the total increase, and occupational accidents showed 
an increase, the latter probably reflecting the rise in industrial 
production stimulated by the defense program. Other public 
accidents were also greater in number in 1951 than in 1950. 


Honor Antibiotic Discoverers.—Portraits of the discoverers of 
various antibiotics were presented to pharmaceutical houses in 
a ceremony at the National Press Club in Washington Decem- 
ber 13. Except for the portrait of Sir Alexander Fleming, each 
oil painting was presented to the pharmaceutical company which 
played the leading role in translating a test tube discovery into 
practical everyday use. Fleming’s portrait was presented to Dr. 
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Chester S. Keefer, Boston, who has been identified with the 
evaluation of penicillin since it was first introduced into this 
country. Dr. Keefer currently heads the National Research 
Council’s Committee on Ant:biotics, and during World War II 
he directed the nationwide research program designed to deter- 
mine the clinical usefulness of penicillin. All the portraits 
were executed by Bernard Godwin, a Washington portrait paint- 
er. Reproductions of these portraits appear in a new book, “Anti- 
biotic Therapy,” just published. Henry Welch, Ph.D., chief of 
the Food and Drug Administration’s Division of Antibiotics, 
presented the Fleming portrait to Dr. Keefer, who in turn pre- 
sented the remaining portraits to executives of the pharmaceuti- 
cal manufacturers. The other portraits were presented as follows: 
the portrait of Rene J. Dubos, Sc.D., of the Rockefeller Institute, 
discoverer of tyrothricin, was presented to Sharp & Dohme of 
Philadelphia; the portrait of Selman A. Waksman, Ph.D., 
Rutgers University, discoverer of streptomycin, was presented 
to Merck & Company of Rahway, N. J.; the portrait of Dr. 
Frank L. Meleney and Balbina Antoinette Johnson of Columbia 
University, co-discoverers of bacitracin, was presented to Com- 
mercial Solvents Corporation; the portrait of Benjamin Minge 
Duggar, Ph.D., of Lederle Laboratories, discoverer of aureo- 
mycin, was presented to Lederle Laboratories, Pearl River, 
N. Y.; the portrait of Paul Rufus Burkholder, Ph.D., chairman 
of the department of plant science at Yale University, New 
Haven, Conn., discoverer of chloromycetin, was presented to 
Parke, Davis Company, Detroit; the portrait of the late John L. 
Smith, former president and chairman of the board, was pre- 
sented to the Pfizer Company, Brooklyn. Since a large number 
of the researchers on the Pfizer staff participated in the “team 
project” which discovered terramycin, it was decided to honor 
the head of the company at the time the work was undertaken. 
The portraits were made available for the presentation ceremony 
by Dr. Henry Klaunberg, head of the Arundel Press, Washing- 
ton, which published the book on antibiotic therapy. 


CORRECTION 


Number of X-Ray Examinations.—In the Internship and Resi- 
dency Number of THE JOURNAL, Sept. 29, 1951, page 449, the 
number of x-ray examinations made at the Kings County Hos- 
pital, Brooklyn, was erroneous as published and should have 
been 113,912. 


38th Parallel Medical Society.—THeE JouRNAL, Nov. 17, 1951, 
page 1,156 published an item submitted from “somewhere in 
Korea” stating that the “38th Parallel Medical Society” was 
said to be the first of its kind ever to be organized on the battle- 
field. Dr. James B. Hall of Mount Dora, Fla., writes that a cor- 
rection is in order and calls attention to an item in THE JOURNAL 
June 5, 1943, page 380, entitled “Allied Papuan Medical 
Society,” which held regular monthly meetings “somewhere in 
New Guinea” during World War II. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 24-26, 1952. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery 4. 


ARIZONA:* Examination, Phoenix, Jan. 19. Reciprocity. Phoenix, Jan. 15-17. 
Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix. 


ARKANSAS:* Regular. Litthe Rock, June 5-6. Sec., Dr. Joe Verser, Harris- 
burg. Eclectic. Litthe Rock, June 5-6. Sec., Dr. Frank C. Smith, 2301 
Broadway, Little Rock. 


CALIFORNIA: Written. Los Angeles, Feb. 18-21; San Francisco, June 23-26; 
Los Angeles, Aug. 18-21; Sacramento, Oct. 20-23. Application must be 
received at least two weeks prior to date of examination. Oral for Reci- 
procity Applicants. Los Angeles, Feb. 16; San Francisco, June 21; Los 
Angeles, Aug. 16; San Francisco, Nov. 8. Applicants are requested not 
to arrange to come to an oral examination until they receive notice from 
the Credentials Committee. Oral and Clinical for Foreign Medical School 
Graduates. Los Angeles, Feb. 17; San Francisco, June 22; Los Angeles, 
Aug. 17; San Francisco, Nov. 9. Sec., Dr. Frederick N. Scatena, 1020 N 
St., Sacramento. 
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Connecticut:* Regular Examination. Hartford, March 11-12. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic Examination. Derby, March 11. Sec., Dr. Donald A. Davis, 38 
Elizabeth St., Derby. 

Georoia: Atlanta and Augusta, June. Sec., Mr. R. C. Coleman, 111 State 
Capital, Atlanta 3. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John K. Battenfield, 
Agana. 

Hawatu: Examination. Honolulu. Jan. 14-17. Final date for filing applica- 
tion is Dec. 14. Sec., I. L. Tilden, 1020 Kapiolani St., Honolulu. 

ILuinois: Chicago, Jan. 22-24. Supt. of Regis., Mr. Charles F. Kervin, 
Capitol Bldg., Springfield. 

INDIANA: Indianapolis, Jume 1952. Sec., Dr. Paul R. Tinda'l, 1138 K of P 
Bidg., Indianapolis 4. 

Marne: Portland, March 11-12. Sec., Dr. Adam P. Leighton, 192 State St., 
Portland. 

Massacuusetts: Examination. Boston, Jan. 15-18. Sec., Dr. Robert C. 
Cochrane, Room 37 State House, Boston. 

MICHIGAN:* Examination. June. Sec., Dr. J. E. McIntyre, 100 W. Allegan 
St., Lansing 8. 

MINNESOTA: :* Minneapolis, Jan. 15-17. Sec., Dr. J. F. Du Bois, 230 Lowry 
Medical Arts Bldg., St. Paul 2. 

Missouri: Examination. A+ lel City, Feb. 19-21. Reciprocity. Jefferson 
City, Feb. 11. Exec. Sec., Mr. John A. Hailey, Box 4, State Capitol 
Bidg., Jefferson City. 

Montana: Helena, April 1. Sec., Dr. S. A. Cooney, 214 Power Block, 
Helena. 

Nevapa:* Carson City, Feb. 4. Sec., Dr. George H. Ross, 112 Curry St., 
Carson City. 

New Hampsuire: Concord, March 12-13. Sec., Dr. John S. Wheeler, State 
House, Concord. 

New Jersey: Examination. Trenton, June 17-19. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 

New Mexico:* Santa Fe, April 7-8. Sec., Dr. Charles J. McGoey, Coro- 
nado Bidg., Santa Fe. 

New York: Examination. Albany, Buffalo, New York City and Syracuse, 
Feb. 5-8. Sec., Dr. Jacob L. Lochner, Jr., 23 S. Pearl St., Albany. 

NortH Carorina: Endorsement. Raleigh, Jan. 21. Sec., Dr. Joseph J. 
Combs, 419 Professional Bidg., Raleigh. 

OKLAHOMA:* Examination. Oklahoma City, June 4-5. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

PENNSYLVANIA: Philadelphia, Jan 22-25. Acting Sec., Mrs. M. G. Steiner, 
351 Education Bidg., Harrisburg. 

Puerto Rico: Examination. San Juan, March 4. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 

SoutH Dakota:* Examination. Sioux Falls, Jan. 15-16. Ex. Sec., Mr. John 
C. Foster, 300 First National Bank Bldg., Sioux Falls. 

VERMONT: Burlington, Jan, 31-Feb. 2. Sec., Dr. F. J. Lawliss, Richford. 

Wyominc: Cheyenne, Feb. 4. Sec., Dr. Franklin D. Yoder, Capitol Bidg., 
Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALASKA: Examination. On application. Juneau or other towns in Territory 
as decided by Board. Reciprocity. On application. Sec., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 

Cotorapo: Denver, March 5-6. Examination. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

CONNECTICUT: New Haven, Feb. 8. Examination. Miss Mary G. Reynolds, 
Executive Assistant, Siate Board of Healing Arts, 110 Whitney Ave., 
New Haven 10. 

District OF COLUMBIA: Examination. Washington, April 21-22. Sec., Dr. 
Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington, D. C. 

Fioripa: Gainesville, June 7. Examination. Sec., Mr. M. W. Emmel, Box 
340, University of Florida, Gainesville. 

MICHIGAN: Detroit and Ann Arbor, Jan. 11-12. Examination. Sec., Miss 
Eloise LeBeau, 501 W. Michigan Ave., Lansing 15. 

OKLAHOMA: Examination. Oklahoma, April 14. Sec., Dr. Clinton Gallaher, 
813 Braniff Bidg., Oklahoma City. 

RuHope IsLanp: Providence, Feb. 13. Examination. Administrator of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

Texas: Austin, April. Examination. Sec., Bro. Raphael Wilson, 306 Nalle 
Bidg., Austin. 


* Basic Science Certificate required. 


MEETINGS 


AMERICAN ACADEMY OF ALLERGY, Hotel Sherman, Chicago, Feb. 18-20. 
Dr. Ben Z. Rappaport, 208 East Wisconsin Ave., Milwaukee 2, Secretary. 

AMERICAN ACADEMY OF FORENSIC SCIENCES, Biltmore Hotel, Atlanta, Ga., 
March 6-8. Prof. Ralph F. Turner, Michigan State College Dept. of 
Police Administration, East Lansing, Mich., Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 26-31. Dr. Harold B. Boyd, 122 South Michigan Ave., Chicago 3, 
Secretary. 

AMERICAN COLLEGE OF CLINIC ADMINISTRATORS, Conrad Hilton Hotel, 
Chicago, Jan. 13-15. Dr. R. J. Wilkinson Jr., 1115 Sixth Avenue, Hunt- 
ington, W. Va., President. 

AMERICAN COLLEGE OF RaDIOLOGYy, Palmer House, Chicago, Feb. 8. 
William E. Stronach, 20 N. Wacker Drive, Chicago 6, Rscaiee 
Secretary. 


J.A.M.A., Jan. 12, 1952 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY: 

Middle Section, Indianapolis Athletic Club, Indianapolis, Jan. 28. Dr. 
Ralph J. McQuiston, 20 North Meridian St., Indianapolis 4, Chairman. 

Southern Section, Atlanta, Ga., Jan. 14. Dr. Lester A. Brown, 490 
Peachtree St. N.E., Atlanta 3, Ga., Chairman. 

Western Section, Los Angeles County Medical Association Building, 
Los Angeles, Jan. 19-20. Dr. Howard P. House, 1136 West 6th St., 
Los Angeles 14, Chairman. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 25-26. Dr. J. H. Boyes, 1401 S. Hope St., Los Angeles 15, Secretary. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, William Penn Hotel, Pitts- 
burgh, Jan. 18-19. Dr. Carl M. Peterson, 535 N. Dearborn St., Chicago 
10, Secretary. 

ANNUAL CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer House, 
Chicago, Feb. 11-12. Dr. Donald G. Anderson, 535 N. Dearborn St., 
Chicago 10, Secretary. 

ATLANTIC Coast LINE RAILWAY SURGEONS ASSOCIATION, Fort Sumpter 
Hotel, Charleston, 8. C., Jan. 24-25. Dr. Braswell E. Collins, Waycross, 
Ga., Secretary. 

CENTRAL SURGICAL ASSOCIATION, Toronto, Can., March 6-8. Dr. James T. 
Priestley, 102 Second Avenue S.W., Rochester, Minn., Secretary. 

CuHicaGo MEpicaL SocreETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, March 4-7. Dr. Walter C. Bornemeier, 86 East Randolph St., 
Chicago 1, Secretary. 

INTERNATIONAL MEDICAL ASSEMBLY OF SOUTHWEST TEXAS, Municipal Audi- 
torium, San Antonio, Jan. 22-24. Dr. John J. Hinchey, P. O. Box 2445, 
San Antonio 6, Secretary. 

NATIONAL CONFERENCE ON MEDICAL SERVICE, Palmer House, Chicago, Feb. 
10. Dr. Harlan A. English, 139 North Vermilion St., Danville, IIl., 
Secretary. 

NATIONAL CONFERENCE ON RURAL HEALTH, Shirley-Savoy Hotel, Denver, 
Feb. 28-Mar. 1. Dr. F. S. Crockett, 535 North Dearborn St., Chicago 10, 
Chairman. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

Panama City, R. P., El Panama, Jan. 16-18. Dr. Jaime De la Guardia, 
Box 808, Panama City, R. P., Chairman. 

Dallas, Texas, Hotel Adolphus, Feb. 4-6. Dr. John V. Goode, 2618 Oak 
Lawn Ave., Dallas 4, Chairman. 

Atlantic City, N. J., Chalfonte-Haddon Hall, Feb. 11-12. Dr. David B. 
Allman, 104 St. Charles Place, Atlantic City, Chairman. 

Quebec, Can., Chateau Frontenac, Feb. 18-19. Dr. Paul A. Poliquin, 
71 St. Ann St., Quebec, Can., Chairman. 

SOUTHWEST ALLERGY ForUM, Hotel Baker, Dallas, Texas, March 2-4 Dr. 
James Holman, Medical Arts Bldg., Dallas, Secretary. 

TrI-STATES MEDICAL ASSOCIATION OF THE CAROLINAS AND VIRGINIA, Roan- 
oke, Va., Feb. 18-19. Dr. James N. Northington, 306 North Tryon St., 
Charlotte 2, N. C., Secretary. 


INTERNATIONAL 

AUSTRALASIAN Mepicat Conoress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, Hon. General Secretary. 

COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS CONFERENCE, 
Central Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sq., London, W.C.1, England, Sec- 
retary General. 

CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Leyden, Nether- 
lands, July 7-12. Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Nether- 
lands, Secretary. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Strasbourg, France, Oct. 
3-4, Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 

JNTERAMERICAN CARDIOLOGICAL CONGRESS, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Blas Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-6 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Secretary- 
General. 

INTERNATIONAL COLLEGE OF SURGEONS, Madrid, Spain, May 20-24. Dr. 
Max Thorek, 850 West Irving Park Road, Chicago, Ill, U. S. A,, 
Secretary-General. 

INTERNATIONAL CONFERENCE ON VITAMINS AND METABOLISM, Havana, Cuba, 
Jan. 25. Dr. Angel Vieta Barahona, Medical School, University of 
Havana, Havana, Cuba, General Chairman. 

INTERNATIONAL CONGRESS OF INTERNAL MepicINE, Friends House, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, Engiand, Secretary. 

INTERNATIONAL CONGRESS ON NEURCPATHOLOGY, Rome, Italy, Sept. 8-13, 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., 
Secretary General. 

INTERNATIONAL CONGRESS OF Pitysicat Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon. Secretary. 

Latin AMERICAN CONGRESS OF PHysiICAL MEDicINE, Panama City, R. P., 
Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 71st St., New York, 
N. Y., U. S. A., Executive Director. 

NEURORADIOLOGIC SYMPOSIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock- 
holm K., Sweden, Secretary. 

PAN-AMERICAN CONGRESS OF GASTROENTEROLOGY, Mexico City, D.F., May 
11-17. Dr. R. Flores-Lopez, Calle Dr. Balmis, No. 148, Mexico City, 
D.F., Secretary. 

PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, Havana, Cuba, Jan, 20-24. Dr. Pedro Hernandez Gonzalo, 
8 No. 358, Vedado, Havana, Cuba, General Secretary. 

PAN-EUROPEAN CONGRESS OF GASTROENTEROLOGY, Bologna, -Florence and 
Rome, Italy, April 20-26. Prof. Guido Bassi, Policlinic of St, Orsola, 
Bologna, Italy, Secretary. 
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DEATHS 


Higgins, William Lincoln, South Coventry, Conn.; born in Ches- 
terfield, Mass., March 8, 1867; University of the City of New 
York Medical Department, New York, 1890; veteran of World 
War I; member of the American Medical Association; past 
president and formerly legislative secretary of the Connecticut 
State Medical Society; past president of the Tolland County 
Medical Society; formerly township health officer; for many 
years county health officer; served Connecticut as member of 
the state senate, 1909-1910, member of the general assembly 
for many years, and secretary of state for two terms, from 1929 
to 1933; member of Congress from 1933 to 1937; medical ex- 
aminer for coroner of Tolland County from 1891 to 1947; affili- 
ated with Willimantic (Conn.) Hospital and Manchester (Conn.) 
Hospital; for seven years trustee of the Mansfield (Conn.) State 
Training School and Hospital; past president of the Booth- 
Dimock Memorial Library; served as medical examiner for 
several insurance companies; died in a Norwich (Conn.) Hos- 
pital November 19, aged 84, of arteriosclerosis. 


Coakley, Walter A., Brooklyn; born in South Amboy, N. J., in 
1889; Fordham University School of Medicine, New York, 
1912; member of the American Society of Plastic and Recon- 
structive Surgery and the American Medical Association; fellow 
of the American College of Surgeons; founder member of the 
American Board of Plastic Surgery; served in France during 
World War I; during World War If member of the local de- 
fense council and advisor in reorganization of General Hospital 
37 at Kings County Hospital; clinical professor of plastic sur- 
gery at New York State University School of Medicine; attend- 
ing plastic surgeon, director of surgery and for five years presi- 
dent of the medical board, Kings County Hospital; attending 
plastic surgeon, Holy Family Hospital in Brooklyn and St. 
Vincent’s Hospital in New York; consultant plastic surgeon at 
Wyckoff Heights Hospital in Brooklyn and St. Clare’s Hospital 
in New York; consultant plastic surgeon, New York City Police 
Department; died November 16, aged 62, of coronary 
thrombosis. 


Gordon, Robert Earl © El Paso, Ill.: born in Carlyle, HL, in 
1873; Missouri Medical College, St. Louis, 1893; director on 
the board of the Independent Telephone Association of Illinois, 
which he was instrumental in organizing, had been first secretary, 
and later president; president of the Independent Telephone Toll 
Clearing Association; established the first telephone exchange 
in the El Paso area and served as president and general manager 
of the El Paso Independent Telephone Company; served’ as 
president of the grade school board, alderman, and mayor of 
the city; on the staffs of the Mennonite and St. Joseph hospitals 
in Bloomington; president of the Woodford County National 
Bank; died November 16, aged 78, of coronary thrombosis. 


Crawford, G. Marshall ® Lincoln, Mass.; born in Seattle, Oct. 
4, 1906; Northwestern University Medical School, Chicago, 
1932; specialist certified by the American Board of Dermatology 
and Syphilology; member of the American Dermatological As- 
sociation, American Academy of Dermatology and Syphilology, 
and the New England Dermatological Society, of which he had 
been secretary; affiliated with Massachusetts General Hospital; 
instructor in dermatology at Harvard Medical School in Boston; 
died while on a hunting trip on Prince Edward Island, Canada, 
in October, aged 45, of coronary thrombosis. 


Walker, John Robert ® Carmel, Calif.; born in Vandalia, IIl., 
March 9, 1874; Barnes Medical College, St. Louis, 1898; asso- 
ciate fellow of the American Medicai Association; specialist 
certified by the American Board of Ophthalmology; fellow of the 
American College of Surgeons; past president of the Fresno 
County Medical Society; served as vice-president of the Cali- 
fornia Medical Association; member of the state board of medi- 
cal examiners for four years; served on the staffs of Burnett 
Sanitarium and St. Agnes Hospital in Fresno; died November 16, 
aged 77, of coronary occlusion. 


@ Indicates Feliow of the American Medical Association. 


Rosenberg, Louis Charles ® Newark, N. J.; George Washington 
University School of Medicine, Washington, D. C., 1916; special- 
ist certified by the American Board of Pediatrics; fellow of the 
American Academy of Pediatrics and the American College of 
Physicians; member of the Association for the Study of Internal 
Secretions; served during World War I; affiliated with Essex 
County: Hospital for Contagious Diseases in Belleville; con- 
sultant at Babies Hospital-Coit Memorial; senior attending 
pediatrician, Newark Beth Israel Hospital, where he died No- 
vember 3, aged 59, of hepatitis. 


Campbell, Clayton C. © Long Beach, Calif.; Central College 
of Physicians and Surgeons, Indianapolis, 1904; an Associate 
Fellow of the American Medical Association; member of the 
American College of Allergists; died November 22, aged 71, 
of arteriosclerotic heart disease. 


Clark, Erbie Bethel, Sparta, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1914; county health officer; 
member of the American Medical Association; died in Cooke- 
ville October 2, aged 63. 


Cox, Thomas Jefferson, lonia, Mich.; University of Texas 
School of Medicine, Galveston, 1940; member of the American 
Medical Association; fellow of the American College of Sur- 
geons; served overseas in both the European and Pacific theaters 
of operation during World War II; affiliated with Clinton 
Memorial Hospital in St. Johns and Ionia County Memorial 
Hospital; died October 31, aged 45, of coronary occlusion. 


Crocker, Jake Thomas, Haskell, Okla.; Memphis (Tenn.) Hos- 
pital Medical College, 1883; died September 28, aged 98. 


Davis, Arthur Everett # Pittsford, N. Y.; New York Homeo- 
pathic Medical College and Hospital, New York, 1906; one of 
the founders of the Pittsford National Bank; died December 7, 
aged 74. 


Dietz, Charles Klinestever © Shamokin, Pa.; University of 
Pittsburgh School of Medicine, 1910; died November 20, 
aged 76. 


Donovan, Joseph William, Morocco, Ind.; New York Medical 
College, Flower and Fifth Avenue Hospitals, New York, 1946; 
member of the American Medical Association; certified by the 
National Board of Medical Examiners; died November 3, aged 
31, of carcinoma. 


Downey, Charles John # Springfield, Mass.; University of 
Vermont College of Medicine, Burlington, 1894; from 1934 to 
1941 medical examiner in Hampden County’s Second District; 
an examining physician for the Selective Service System during 
World Wars I and II and served in that position to the time 
of his death; on the staffs of Springfield Hospital and Mercy 
Hospital, where he died November 24, aged 82, of uremia. 


Dunham, Theodore ® New York; Harvard Medical School, 
Boston, 1888; formerly professor of surgery at the New York 
Post Graduate Medical School and Hospital; courtesy visiting 
surgeon, Roosevelt Hospital; consulting surgeon, Eastern Maine 
General Hospital in Bangor, and member of the surgical board 
of Mount Desert Island Hospital in Bar Harbor; died in Bar 
Harbor, November 10, aged 88, of heart disease and broncho- 
pneumonia. 


Dymond, Albert Gay, Seattle; Medico-Chirurgical College of 
Philadelphia, 1910; died November 6, aged 69, 


Ennes, Lincoln Garry, Lakeland, Fla.; Long Island College 
Hospital, Brooklyn, 1889; died September 11, aged 91, of cere- 
brovascular accident. 


Everitt, Washington Brutus, Sterling City, Texas; Hospital Col- 
lege of Medicine, Louisville, 1890; member of the American 
Medical Association; in 1934 president of the Tom Green-EFight 
Counties Medical Society; for many years local surgeon of the 
Santa Fe Railroad; died September 29, aged 84, of acute 
cholecystitis. 
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130 DEATHS 


Finnegan, William Leo, Wonewoc, Wis.; St. Louis University 
School of Medicine, 1919; served as health officer; formerly on 
the staff of St. Mary’s Hospital in Madison; died in Reedsburg 
October 20, aged 65, of injuries received in an automobile 
accident. 


Fleming, Thomas J., Shreveport, La.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1913; served as 
president of the T. E. Schumpert Memorial Senitarium; died 
November 6, aged 64, of coronary thrombosis. 


Ford, Ulric Stanley # Forks, Wash.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1918; mayor of Forks; 
served during World War 1; for many years a member of the 
state house of representatives; died November 3, aged 64, of 
heart disease. 


Fremmel, Isaac Frank © Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1909; member of the American Trudeau Society; died 
September 5, aged 65. 


Friedlander, Richard Dufficy ® San Francisco; University of 
California Medical School, San Francisco, 1930; associate clin- 
ical professor of medicine at his alma mater; specialist certified 
by the American Board of Internal Medicine; fellow of the 
American College of Physicians; served during World War II; 
associated with the Veterans Administration; affiliated with 
Hahnemann, Franklin, and University of California hospitals; 
died in Mary’s Help Hospital November 1, aged 44, of acci- 
dental barbiturate poisoning. 


Gage, Clifton Earl, Los Angeles; College of Physicians and 
Surgeons, medical department of the University of Southern 
California, Los Angeles, 1910; member of the American Medi- 
cal Association and the Industrial Medical Association; served 
during World War I; affiliated with the Hospital of the Good 
Samaritan; died in California Hospital October 27, aged 68, of 
gastrointestinal hemorrhage. 


Gelbke, Charles Frederick © Gretna, La.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1900; for 
many years coroner of Jefferson Parish; formerly mayor of 
Gretna; served the state as a member of its board of health and 
as district director of the Works Progress Administration; mem- 
ber of the American Association of Railway Surgeons; in 1945 
received the Rotary Club Award of outstanding civic achieve- 
ment during that year; died September 2, aged 72, of acute dila- 
tation of the heart. 


Gilbert, Joseph # Austin, Texas: University of Texas School of 
Medicine, Galveston, 1897; fellow of the American College of 
Surgeons; member of the House of Delegates of the American 
Medical Association in 1908; member of the staff of Seton In- 
firmary; president of the staff, St. David’s Hospital; died Octo- 
ber 11, aged 78. 


Goff, Marcellus Henry ® New Rochelle, N. Y.; Howard Uni- 
versity College of Medicine, Washington, D. C., 1927; served 
during World War II; died October 11, aged 50. 


Guthiel, Andrew William, Rochester, N. Y.; Syracuse Uni- 
versity College of Medicine, 1936; member of the American 
Medical Association; affiliated with St. Mary’s and Highland hos- 
pitals; died November 7, aged 51, of hypertensive heart disease. 


Hadden, David, Berkeley, Calif.; Cooper Medical College, San 
Francisco, 1899; member of the American Medical Association 
and the American Association of Obstetricians, Gynecologists 
and Abdominal Surgeons; past president of the Alameda County 
Medical Association; affiliated with Alta Bates Hospital, where 
he died September 22, aged 76, of coronary thrombosis. 

Haller, Julia Singer, New York: Medizinische Fakultat der Uni- 
versitat, Wien, Austria, 1937; member of the American Medical 
Association; died in Ithaca, N. Y., September 8, aged 38. 


Halpert, Louis, Duquesne, Pa.; Jefferson Medical College of 
Philadelphia, 1901; member of the American Medical Associa- 
tion; died in Pittsburgh November 7, aged 73, of intestinal 
obstruction and carcinoma of the colon. 


Helwig, Henry J., St. Louis; Washington University School 
of Medicine, St. Louis, 1892; died in Missouri Baptist Hospital 
November 6, aged 85. 
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Hicks, Allen K., Little Rock, Ark.; Kansas City College of 
Medicine and Surgery, Kansas City, Mo., 1917; died October 23, 
aged 67, of chronic interstitial nephritis. 

Hilgenberg, James Francis ® Pesotum, IIl.; Medical College of 
Indiana, Indianapolis, 1904; affiliated with Burnham City Hos- 
pital in Champaign and Mercy Hospital in Urbana; died No- 
vember 4, aged 72, of coronary occlusion. 


Hirschmann, Herman, Omaha; Baltimore University School of 
Medicine, 1903; died in Doctors Hospital November 9, aged 71, 
of coronary arteriosclerosis. 


Hoffman, George Edgar, Rochester, Ind.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1893; 
served as city and county health officer; one of the founders and 
president of the Farmers & Merchants Bank; died November 7, 
aged 8&4, of coronary embolism. 


Holliday, L. Doyte, Fairmount, Ind.; Medical College of Indi- 
ana, Indianapolis, 1905; member of the American Medical Asso- 
ciation; county health commissioner; past president of the Grant 
County Medical Association and the Eleventh District Medical 
Society; served on the school board and had been school physi- 
cian; affiliated with the Marion (Ind.) General Hospital; died 
October 29, aged 67, of cerebral hemorrhage and arteriosclerosis. 


Howe, John Howard, State Sanatorium, Ark.; Middlesex Col- 
lege of Medicine and Surgery, Cambridge, Mass., 1925; veteran 
of World War I; affiliated with Arkansas Tuberculosis Sana- 
torium; died October 23, aged 53, of cerebral hemorrhage. 


Hudson, Harry @ Philadelphia; Jefferson Medical College of 
Philadelphia, 1903; member of the American Academy of 
Orthopaedic Surgeons; served on the staffs of Jefferson, Samari- 
tan and Philadelphia General hospitals; formerly on the faculty 
of Temple University School of Medicine; died November 18, 
aged 72, of heart failure. 


Huff, Leoman Dustin, Fruitland, Idaho; Drake University Col- 
lege of Medicine, Des Moines, 1910; died in Boise October 26, 
aged 67. 


Humphrey, James Hugh, Mooreland, Okla.; University of Okla- 
homa School of Medicine, Oklahoma City, 1932; member of the 
American Medical Association; at one time a medical mission- 
ary in China; died in Mooreland Community Hospital October 
14, aged 49, of coronary disease. 


Jamison, Garling U., Texarkana, Texas; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1902; died September 11, aged 75. 


Jickling, David Saunders, Flint, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1906; died in 
Hollywood, Fla.; November 4, aged 75, of coronary occlusion. 
Kannel, John William, Fort Wayne, Ind.; Eclectic Medical Insti- 
tute, Cincinnati, 1897; died November 6, aged 83, of coronary 
thrombosis and arteriosclerosis. 


Knipe, William Henry @ Limerick, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1894; died November 5, aged 80. 


Kolack, Solomon Charles, Suffern, N. Y.; Universitat Basel 
Medizinische Fakultat, Switzeland, 1937: member of the 
American Medical Association; served during World War Il; 
affiliated with Good Samaritan Hospital; died October 29, aged 
40, of coronary occlusion. 

Priest, Paul Herbert, Omaha; University of Nebraska College 
of Medicine, 1920; member of the American Medical Associa- 
tion; affiliated with Nebraska Methodist Hospital; died Novem- 
ber 1, aged 57, of coronary thrombosis. 


Reichstadt, Emil, Omaha; John A. Creighton Medical College, 
Omaha, 1919; died October 21, aged 69, of hypertensive heart 
disease. 

Ryan, William Butler Sr., Ridgeland, S. C.; Medical College of 
South Carolina, Charleston, 1886; died November 5, aged 85, 
of myocardial failure. 


Tyson, Joseph Ellis, Texarkana, Texas; University of Texas 
Schoal of Medicine, Galveston, 1924; member of the American 
Medical Association; served overseas during World War I; affil- 
iated with St. Michael Hospital in Texarkana, Ark.; died in 
Temple, October 16, aged 53, of hypertension and heart disease. 
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GOVERNMENT SERVICES 


ARMY 


Dr. Blake Named Civilian Director of Research.—Dr. Francis 
G. Blake, former dean of the Yale Medical School has been 
named civilian technical director of medical research in the 
Office of the Surgeon General. He assumed his new duties Janu- 
ary 2. 

Dr. Blake will serve as expert consultant to Col. John R, 
Wood, MC, chairman of the Army Medical Research and De- 
velopment Board, in the evaluation of research projects con- 
ducted by Army medical installations and 81 cooperating civilian 
institutitons. He will be responsible for ensuring close coordina- 
tion between the Army's present $10,079,000 medical research 
effort and similar programs sponsored by the other armed forces 
and civilian federal agencies. 

On leave of absence from Yale, Dr. Blake retired earlier this 
year (1951) as chairman of the Committee on Medical Sciences 
of the Research and Development Board in the office of the 
Secretary of Defense. During World War II he served as special 
consultant to President Roosevelt and Secretary of War Stim- 
son and as president of the Army Epidemiological Board. He 
is certified by the American Board of Internal Medicine, is the 
author of numerous treatises on epidemic diseases, and was 
elected president of the Association of American Physicians 
in 1949. 


Personal.—Col. Arthur P. Long, MC, returned from the Far 
East Command December 20, 1951, to become assistant chief 
of the preventive medicine division in the Office of the Surgeon 
General. For his environmental control and immunization pro- 
gram in the combat zone, Colonel Long received the Legion 
of Merit with Oak Leaf Cluster. 


DEPARTMENT OF DEFENSE 


Surgeons General Receive Award.—The American Pharmaceu- 
tical Manufacturers Association has presented its 1951 Scientific 
Award to the Surgeons General of the U. S. Army, Navy, and 
Air Force. 


The awards were presented to Maj. Gen. George E. Arm- 
strong, USA; Rear Adm. H. Lamont Pugh, USN, and Maj. Gen. 
Harry G. Armstrong, USAF, by Dr. Martin Lasersohn, vice- 
president of Winthrop-Stearns, as chairman of the association's 
awards committee, at the midyear meeting, in New York. 
Progress of the medical services against tetanus and venereal 
disease, Dr. Lasersohn observed, illustrates their accomplish- 
ments. “Immunization so successfully reduced the threat of lock- 
jaw that there were only 12 cases in all of World War II,” he 
said. Treatment and control of malaria, typhoid fever, filariasis, 
scrub typhus, and rickettsiosis, and work on narcotic drug sub- 
stitutes and blood plasma have been substantially advanced 
because of military medical experiments. 


Dr. Lasersohn also paid tribute to the medical services for 
their contributions in the fields of forward-area surgery, psychi- 
atric casualties, and therapeutic and diagnostic uses of radio- 
active isotopes. He praised their fundamental contributions in 
surface decompression and high-speed, high-altitude flying. 

“Provision for psychiatric therapy has resulted in speedy re- 
covery of many cases and reduction of serious breakdowns,” he 
noted. “All that is known of the psychology of submarine per- 
sonnel has come from the medical services. Clinical observation 
and on-the-spot experiments have produced a vast store of 
knowledge concerning atomic radiation.” 


Armed Forces Institute of Pathology.—The Scientific Advisory 
Board of the Armed Forces Institute of Pathology convened at 
the institute December 6 to make recommendations concerning 
types of research to be undertaken, the collation of institute 
studies with those of other scientific institutions, and the proper 


use of the vast amount of pathological material that has been 
accumulated. Discussion also centered on the training program 
of the institute. The board serves in an advisory capacity to the 
director of the institute. 


Members attending the meeting were Dr. Arnold Rich of the 
Johns Hopkins University School of Medicine, board chairman; 
Brig. Gen. George Callendar (retired), chief, Pathology Division, 
Veterans Administration, Washington, D. C.; Dr. Austin Brues, 
director, Argonne National Laboratories, Chicago, Ill.; Dr. 
Balduin Lucke, director of Laboratories, University of Pennsyl- 
vania School of Medicine; Dr. Howard Karsner, medical re- 
search advisor to the Navy’s Bureau of Medicine and Surgery; 
Dr. C. N. H. Long, dean, Yale University School of Medicine. 

Others who attended were Henry Swanson, D.D.S., chair- 
man, Council on Dental Museums and Dental Registry of the 
American Dental Association; Dr. Shields Warren, director, 
Biology and Medicine, Atomic Energy Commission; Dr. Carl V. 
Weller, professor of pathology, University of Michigan Medical 
School; Dr. Robert A. Moore, dean, Washington University 
School of Medicine, and Dr. James W. Kernehen, Mayo Clinic, 
Rochester, Minn. 


PUBLIC HEALTH SERVICE | 


Changes on Restrictions on Shipment of Certain Birds.—Dr. 
Leonard A. Scheele, Surgeon General, Public Health Service, 
on Dec. 15, 1951, called to the attention of bird owners and 
pet shop operators in the United States newly-adopted changes 
in federal quarantine restrictions on interstate shipments and 
foreign importations of parrots, parakeets, love birds, and other 
members of the psittacine bird family. 

Changes in the quarantine regulations covering importations 
of the birds from abroad became effective on that date, while 
changes in the regulations governing interstate shipments went 
into effect 6n November 15. 


The quarantine restrictions were imposed originally because 
psittacine birds are carriers of psittacosis, or “parrot fever,” an 
acute respiratory disease of varying severity which is readily 
transmittable to humans. 

Changes in the Foreign Quarantine Regulations include (1) 
removal of the eight-month minimum age limit on birds im- 
ported for use by zoos and research institutions; (2) a reduction 
from two years to four months in the time birds imported as 
pets must be in the owner’s possession prior to entry into this 
country; (3) removal of the requirement that imported pet birds 
must be transported to the owner’s residence immediately on 
arrival in this country; and (4) the addition of a requirement 
of an affidavit that birds imported as pets are not to be resold 
and that no other birds have been brought into the country as 
pets by the owner in the preceding year. 

Changes in the Interstate Quarantine Regulations (1) remove 
all federal restrictions on shipments of psiitacine birds from 
psittacosis-free areas in the United States; and (2) prohibit the 
shipment of the birds from areas where the Surgeon General 
has determined that psittacosis infection is dangerous to the 
public health. 

Dr. Scheele said none of the changes affects the standing re- 
quirement that interstate shipments of psittacine birds must be 
covered by a permit when it is required by the health depart- 
ment of the state of destination. 


The changes in the quarantine regulations followed a Public 
Health Service study of the Nation’s psittacosis problem. The 
study disclosed that psittacosis is no longer a major public health 
problem in this country and that it is found among birds other 
than members of the psittacine family. Pet psittacine birds in 
the United States usually include parrots, Amazons, Mexican 
double heads, parakeets, African grays, cockatoos, love birds, 
lories, and lorikeets. 
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FOREIGN LETTERS 


ITALY 


Convention of Rheumatologists.—The Fifth National Conven- 
tion of Rheumatologists was held in Naples under the chair- 
manship of Professor Di Guglielmo, head of the medical clinic 
of the university of that city. The first report was on the subject 
of rheumatism and-pregnancy. In the first part the clinical aspects 
were discussed by Professor Lucherini of the University of 
Rome, and in the second, Dr. Cervini, also of the University 
of Rome, discussed the hormonal aspects. Professor Lucherini 
emphasized that the physiopathological and clinical correlations 
between rheumatic diseases and pregnancy are still of great 
theoretical and clinical interest, particularly the concepts con- 
cerning the hypophysial-adrenocortical system, which have re- 
ceived much attention, especially in the field of rheumatology. 

Previous observations have emphasized the beneficial influ- 
ence of pregnancy in bronchial asthma, hemicrania, Raynaud’s 
disease, psoriasis, and other diseases. Improvement brought 
about by pregnancy has been observed, particularly in rheu- 
matoid arthritis, and attempts have been made to reproduce such 
beneficial effects by transfusion of blood taken from pregnant 
women. Results were, in general, favorable. 

On the basis of a review of the literature and of his own clini- 
cal material, Dr. Lucherini listed the three following types of 
correlation existing between rheumatic diseases and pregnancy: 
1. Instances in which a woman previously suffering from rheu- 
matic disease becomes pregnant, and the clinical manifestations 
of chronic and acute rheumatism are affected in a beneficial way 
by this condition. 2. Instances in which a woman suffering from 
rheumatic disease becomés pregnant, and the clinical aspect of 
rheumatism is not influenced. 3. Instances in which the appear- 
ance of rheumatism occurs during pregnancy. Two possibilities 
may be considered in this group; first, instances in which the 
appearance of rheumatism may be correlated to occasional 
organic changes caused by pregnancy. These cases are excep- 
tional; they could be called rheumatism caused by pregnancy, 
or genuine gravidic rheumatism; second, instances in which the 
appearance of rheumatism during pregnancy may be considered 
fortuitous and independent. 


In regard to the hormonal condition linked with pregnancy, 
the speaker questioned whether measuring the urinary hormonal 
catabolites would permit determination of a hormone with anti- 
rheumatic action predominant in the blood of the pregnant 
woman. He also questioned whether the endocrine concept may 
be accepted without reserve in the field of rheumatic diseases 
to the exclusion of other important factors. Professor Lucherini 
concluded that the problem of the correlations between rheu- 
matic diseases and pregnancy, despite the many advancements 
and the utilization of cortisone (compound E of Kendall), still 
presents many difficulties and deficiencies in interpretation. 


Dr. Cervini demonstrated the importance of hormones in 
pregnancy, as well as in rheumatic disease, emphasizing the 
hormonal modifications occurring during physiological preg- 
nancy (predominance of progesterone during the first half of 
the pregnancy and successive gradual predominance of estro- 
gen) and those occurring during delivery and during the puer- 
perium. On the basis of the recognized importance of the pitu- 
itary gland and the adrenal cortex with regard to rheumatic 
disease and pregnancy, and on the basis also of the histomor- 
phological and functional modifications of the two glands during 
pregnancy, the speaker discussed the importance of the two 
hormones corticotropin (ACTH) and cortisone in the light of 
modern concepts. He discussed the metabolism of these two 
fundamental hormones and their relation to the female sex 
hormones in the general hormonal picture of the pregnant 
woman. He discussed the importance of the study of the excre- 
tion in the urine of those hormonal catabolites (17-ketosteroids 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


and 11-oxycorticosteroids) which are presumably of metabolic 
derivation from the adrenocortical hormones. He also indicated 
the importance of the various biologic, chemical, and calori- 
metric techniques used for the measurement of these catabolites. 


The discovery of Hench and Kendall has aroused great en- 
thusiasm for studies and research aiming to establish from the 
pathogenic point of view the presumed endocrine aspects of 
acute and chronic rheumatic diseases. From these studies have 
come the massive data, sometimes conflicting, on the metabolism 
of the various hormones. Dr. Cervini has himself studied the 
behavior of the 17-ketosteroids and 11-oxycorticosteroids in per- 
sons with acute and chronic rheumatism, and, on the basis of 
his results, he concluded that these determinations are still un- 
reliable in the general picture of rheumatic diseases and their 
various phases. 

Indications and Contraindications of Orthopedic and Surgical 
Treatment of Lumbar Arthritis —Professor Zanoli of the Uni- 
versity of Genoa reported on orthopedic and surgical treatment 
of lumbar arthritis. The orthopedic treatment of lumbar arthritis 
is directed, with gratifying results, to immobilization by means 
of a plaster pelvic belt. Hyperemizating therapy and medical 
therapy with analgesic action are useful in acute phases of the 
disease. From the speaker's point of view, Bier’s thermotherapy 
is still preferable to radiothermy, infrared rays, and similar treat- 
ment. Professor Zanoli believes that therapy with water, muds, 
and medical therapy with preparations based on sulfur and 
iodine are advantageous in intermediate phases and in chronic 
syndromes. These treatments are particularly indicated in spon- 
dylitis deformans and in posterior apophysial arthritis of Putti; 
but in backache and sciatica associated with herniation of nucleus 
pulposus it is preferable to use surgical measures that may elimi- 
nate the symptoms. Removal of the protruded disk should be 
associated with osteosynthesis in instances of severe degenera- 
tive reaction of the intravertebral space. In backache and sciatica 
due to spondylolisthesis, and in cases of primary degeneration 
of the disk, arthrodesis should be performed. The truth of Putti’s 
arthrogenous apophysial concept has been confirmed by the 
gratifying results that the speaker obtained with lumbar arthrec- 
tomy in 10 patients with lumbago who were unaffected by the 
common orthopedic treatments. These results were checked 15 
to 20 years after the intervention. The pronounced crises from 
lumbar arthritis that may lead to the necessity of surgical inter- 
vention are generally observed in middle-aged persons; in old 
persons severe crises are rare, and in almost all cases orthopedic 
therapy, such as plaster pelvic belts, and physiotherapy are 
sufficient. 

Contraindications to the orthopedic intervention are rare; 
those suggested by disturbances of the heart, liver, and gastro- 
intestinal and urogenital apparatuses have been exaggerated. 
In fact, even in these patients orthopedic treatment may be in- 
stituted if greater caution is combined with the facilities that 
modern orthopedic technique offers today to the surgeon. 


Pulmonary Tuberculoma.—lIn a report to the Medicosurgical 
Association of the Romagna region, which met under the chair- 
manship of Professor De Castro, Dr. Barbagianni and Dr. Di 
Virgilio discussed some clinical cases that could be classified 
among the so-called pulmonary tuberculomas. This denomina- 
tion, according to the speakers, does not apply to an autonomous 
clinical form, but to the particular clinicoradiological aspect 
that may be assumed by various tuberculous forms in a specific 
stage of their evolution. The higher incidence that these forms 
present today in comparison to the past may have various causes, 
especially of pathogenic nature, attributable to the action of 
antibiotics. Pulmonary tuberculoma is, in substance, the healing 
manifestation of cavities treated with antibiotics. The speakers 
reported four cases of this type. With regard to the prognosis, 
one may be rather optimistic; however, it is probably too early 
to judge whether these forms represent a definite result of heal- 
ing, or merely a period of remission in the cycle of the tuber- 
culous disease. 
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Tomography in Phthisiology—Drs. D’Arcangelo, Bertaccini, 
Russo, and Barbagianni discussed the importance of tomo- 
graphic investigation in phthisiology before the Medicosurgical 
Society of the Romagna region. They discussed numerous clini- 
cal cases and practical problems. One problem concerned visuali- 
zation of the tuberculous cavities of the lung; in this, tomog- 
raphy has decisive importance from many points of view. From 
the diagnostic point of view, it may reveal cavities that common 
radiography conceals or multiple cavities in cases in which 
standard radiography shows only one. Tomography may also 
lead to the detection of an ineffective pneumothorax. 

From the therapeutic point of view, tomography may modify 
pneumothorax treatment by revealing a cavity on the apex of 
the opposite lung for which a later surgical intervention may 
be justified. The decisive and indispensable contribution of 
tomography to the much discussed question of shadows of the 
hilus was also considered. The speakers demonstrated that in cer- 
tain instances these shadows are due to the lymph nodes of the 
hilus but that in other cases they are only projections of shadows 
on the apex of the lower lobe of the lung in the area of the hilus. 
These conditions may be differentiated only by tomography. In 
another group of patients, radiological examination revealed 
an annular image suggestive of a tuberculous cavity, whereas 
tomographic investigation clearly revealed that the vessels and 
bronchi shadows were intertwined in various ways. In another 
group of clinical cases, the speakers discussed the close integra- 
tion possible between tomography and thoracic surgery, par- 
ticularly with regard to thoracoplasty, extrapleural pneumo- 
thorax, and intracavitary suction drainage, not only for evalu- 
ating the surgical results but also for establishing preoperatively 
the exact topography of the lesions, so that collapse may be 
achieved in the most efficient manner. 


Medical Meetings in Genoa.—Medical meetings were held in 
the city hospital of Genoa Sestri under the chairmanship of 
Professor Gelera. Dr. Erede and Dr. Odello discussed the thera- 
peutic use of paraoxypropioph (H 365), particularly in 
gynecology. This synthetic preparation is said to inhibit some 
stimulating substances secreted by the hypophysis, such as gonad- 
otropin A, thyrotropin, and intermedin; however, it does not 
influence corticotropin, lactotropin, or gonadotropin B. It can be 
used in cases of hyperthyroidism, with a strong hypophysial 
predominance, hyperestrogenism, and some psychic disturbances 
of hormonal origin. It has also been successfully employed in 
cases of chorioepithelioma and in Riehl’s melanosis. The drug 
is entirely nontoxic and is administered orally in doses up to 1.50 
gm. daily. Dr. Sacco discussed 10 cases of renal calculosis not 
revealed by roentgenograms. He called the audience’s attention 
to this negative radiological finding and to the necessity of mak- 
ing systematic studies for diagnosis of a painful renal syndrome 
apparently without lesions. 


Dr. Montemagno presented a paper on refillings during exu- 
dative pleurisy caused by pneumothorax. He has observed 
numerous cases of this morbid entity, which does not have a 
well-defined etiopathogenesis, and he emphasized the particular 
sensitivity of the serous membranes in allergic patients. On the 
basis of his personal experience, he cautioned against suddenly 
inducing positive manometric values. An excessive collapse of 
the lung that may suppress its active power of retraction and 
expansion is thus avoided. He concluded by reaffirming the use- 
fulness of frequent and careful thoracoscopic examinations as 
a means of preventing and correcting eventual irregularities that 
deform the pneumothorax and considerably reduce its efficiency. 
Dr. Russo discussed the syndromes caused by lesions of the cer- 
vical sympathetic chain and of the superior cervical ganglion 
in neoplastic and tuberculous diseases. Of particular interest is 
Pancoast’s syndrome, characterized by changes of the apex of 
the lung associated with a homologous Horner’s syndrome. Dr. 
Pasini made an important radiological contribution to the study 
of “zones” of the lungs, using a great amount of clinical ma- 
terial illustrated by roentgenograms. In discussing respiratory 
pathology in the light of the zonal structure of the lung, he em- 
phasized the therapeutic advantages derived from this new 
concept, especially in bronchoscopy and in pulmonary surgical 
intervention. 
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ISRAEL 


Bernhard Zondek—Sixty Years.—Several special journals were 
were dedicated to Prof. Bernhard Zondek in honor of his sixtieth 
birthday. Three of them have just appeared in Israel: The 
Acta medica orientalia (vol. 10, Aug.-Sept. 1951), Harefuah 
(vol. 41, no. 8, 1951), and the Acta endocrinologica (vol. 7, fasc. 
1-4, 1951). 

Professor Zondek received the first part of his medical edu- 
cation at the Berlin University. He became interested in surgery 
while working in a German military hospital during World 
War I. His first scientific works dealt with hormone problems. 
In 1919, Zondek became interested in gynecology and joined 
the staff of the gynecological department of the Charité Hos- 
pital, Berlin. During the following years he investigated the 
action of thyroid and ovarian extracts. Gland implantation ex- 
periments indicated that implantation is more effective than oral 
or parenteral administration of gland extracts in cases of endo- 
crine deficiency. Zondek also succeeded in proving the presence 
of female sex hormones in the follicular wall, in the follicular 
fluid, and in the corpus luteum. In 1927, Zondek, in collaboration 
with Aschheim, demonstrated that large quantities of estrogenic 
hormones appear in the urine of pregnant women and pregnant 
mares. Thus, an easily accessible and relatively inexpensive 
source of this substance in relatively pure condition was 
discovered. 

The proof of the existence of gonadotropic hormones in 
the hypophysis by Zondek led to the conclusion that the anterior 
pituitary lobe is the center of the sex functions. The gonado- 
tropic hormones can be classified on the basis of two activating 
principles: the follicle stimulating hormone and the luteinizing 
hormone, designated by Zondek as prolan A and prolan B, 
respectively. The Aschheim-Zondek pregnancy test is based on 
the elimination of the gonadotropic hormone in the urine during 
pregnancy. This test, with its various modifications, still retains 
the first place in the laboratory diagnosis of pregnancy. 

During the next years, Zondek studied the effect of female 
sex hormones in man and animals. The follicle stimulating hor- 
mone was found in the urine of castrated women and menopause 
patients, and its diagnostic importance was recognized. The ap- 
pearance of this hormone in the urine of carcinoma patients was 
of special importance, although its entire meaning is not yet 
fully understood. The tremendous increase of gonadotropic 
hormones in the urine of patients suffering from nydatidiform 
mole and chorioepithelioma has become of paramount diag- 
nostic importance. The fact that the Aschheim-Zondek test is 
also positive in cases of chorioepithelioma of men suggests that 
this strange tumor is analogous, not only histologically but also 
functionally, to cases of chorioepithelioma in women. Further 
studies in the field of pituitary hormones led to the discovery 
of the hormone of the intermediate lobe of the pituitary gland, 
designated as intermedin by Zondek. 

In October, 1934, Zondek settled in Jerusalem where he was 
appointed head of the gynecological department of the Hadassah 
University Hospital and of the Hormone Research Institute. 
Here, he studied the problems of the treatment of sterility. He 
also succeeded in developing pituitary tumors (by administering 
large doses of estrogenic substances), dwarfism, and various 
other degenerative disturbances in animals. In his clinical work, 
Zondek has given special attention to the treatment of men- 
strual disturbances and has proved that it is possible to induce 
uterine bleeding in amenorrheic patients with relatively small 
quantities of progesterone. This has led to the “one-shot ther- 
apy” of secondary amenorrhea in the form of a combined 
estrone-progesterone solution. 

Zondek’s experimental and clinical investigations are sum- 
marized in two monographs, “Die Hormone des Ovariums und 
des Hypophysen-Vorderlappens” and “Genital Function and Its 
Regulations.” In spite of the many obstacles that Zondek had to 
overcome during his scientific career, he has done much impor- 
tant work. His inspiring personality and his capacity to interest 
his collaborators in his ideas has yielded constructive results in 
the field of the gynecologic endocrinology. 
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Periarteritis Nodosa.—One of the rare cases of periarteritis 
nodosa diagnosed during the life of the patient and confirmed 
by autopsy is described by H. Steinitz and E. Loewental in 
Harefuah (41:113, 1951). A 65-year-old man suddenly fell ill 
with a high temperature and died four months later. The symp- 
toms that led to a diagnosis were jaundice with high tempera- 
ture; severe backache, especially in the right lumbar region; 
temporary swelling of the arms; hypertension, 150/90 to 170/100 
mm. Hg., even in afebrile periods; heavy and progressive neuritis 
of both legs. and, during the last month, of the left arm. 
Nephritis was present in the last phase of the illness only (in 
the beginning there were symptoms of cystitis and prostatitis, 
apparently in consequence of an old gonorrheal infection). The 
laboratory findings were: leukocytosis (the count was usually 
between 10,000 and 15,000, but was as high as 23,500 leuko- 
cytes) with 75 to 82% neutrophil polynuclears and 5 to 8% 
eosinophils. Progressive secondary anemia and high blood sedi- 
mentation rate (75 to 100 mm. in the first hour—Westergren 
method), were also present. Results of all other examinations, 
chemical, serological, and bacteriological, as well as two exami- 
nations of the cerebrospinal fluid were normal. A mild diabetic 
condition was controlled by the administration of 10 units of 
insulin twice daily. The urine was always free of sugar. Only on 
the last day of life did the blood sugar rise to 700 mg. per 100 cc., 
with a urea level of 94 mg. per 100 cc. 

The course of the disease was not influenced by therapeutic 
measures, which included four blood transfusions and large doses 
of antibiotics (39.5 million units of penicillin, 31 gm. of strep- 
tomycin, 25 gm. of aureomycin, and 12 gm. of chloramphenicol 
{chloromycetin®] given alone or simultaneously). No therapeutic 
trial with cortisone or corticotropin could be made. The clinical 
diagnosis was confirmed by an anatomic examination showing 
the typical findings of periarteritis nodosa (polyarteritis nodosa) 
in all the organs examined. Heavy necrosis and signs of peri- 
arteritis nodosa in the muscles of the back were the cause of the 
severe backaches. Preceding the final “acute” phase were: (1) 
hypertension during the last 10 years, remaining approximately 
the same during the last months of progressive prostration; (2) 
mild diabetes during the last five years, easily controlled by diet 
and small doses of insulin; and (3) a duodenal ulcer, with hyper- 
acidity and typical pain, found by roentgen examination two 
years earlier but not confirmed by the last roentgenogram and 
not found on autopsy. 

Although hypertension is known as one of the commonest 
symptoms of periarteritis nodosa and peptic ulcer is sometimes 
present, the combination of periarteritis nodosa and diabetes has 
been described only in a few cases. In this connection, it should be 
stressed that the histological examination revealed that the earli- 
est and most widespread changes of periarteritis nodosa took 
place in the blood vessels of the pancreas. It is probable that 
diabetes was caused by these specific lesions and that the diabetes 
as well as the hypertension and the peptic ulcer were symptoms 
of the chronic arterial process of periarteritis nodosa, preceding 
the final fever phase of the disease by many years. 


Bacteria-Free Culture of Trichomonas Hominis.—Prof. S. Adler 
has written a paper for the jubilee issue of the Harefuah hon- 
oring Professor Zondek which describes the resuits of a culture 
of Trichomonas hominis on a _ bacteria-free medium. Some 
strains grow on Boeck and Drhbohlav egg slant overlaid with 
semisolid or bouillon containing about 10% inactivated serum, 
with a trace of ascorbic acid. Other strains do not survive on this 
medium, but all five strains isolated from bacteria (by the use of 
penicillin, up to 1,000 units per milliliter, and streptomycin) grow 
on a medium consisting of egg slant overlaid with a liquid, con- 
sisting of bouillon, 4 parts, filtrate of culture of Escheria coli 
lysed by bacteriophage, 4 parts, inactive cow serum, | part, 
nicotinamide, 1:50,000, and a trace of ascorbic acid or 1 cc. of 
lemon juice. 

The phage-lysed Esch. coli provide factors necessary to the 
development of some strains of T. hominis. The addition of 
nicotinamide enables the culture to survive for one month. Ac- 
cording to Adler, one of the bacteria-free strains of T. hominis 
multiplied intensively in the abdominal wall of mice after inocu- 
lation together with pyogenic organisms, however, it did not 
produce abscesses in the absence of pyogenic organisms. 


J.A.M.A., Jan. 12, 1952 


NORWAY 


Hospital and General Practitioners’ Diagnoses Compared.—In 
order to determine the accuracy of the diagnoses with which 
general practitioners send patients to hospitals, Dr. Mikael Kobro 
has attempted to analyze the diagnoses of 1,000 consecutive 
patients who have been subjected to four tests. The first test 
concerned the diagnosis with which the patient was sent to the 
hospital, the second, the diagnosis of an intern on the patient's 
admission to the hospital, the third, the diagnosis of an ex- 
perienced hospital physician, and the fourth, the diagnosis with 
which the patient was discharged. The general practitioner diag- 
nosed 341 cases correctly (a third of the total), the intern, 433 
cases, and the experienced hospital physician, 664 cases. Outright 
blunders were made by general practitioners in 155 cases, interns 
in 109 cases, and experienced hospital physicians in 36 cases. 
Out of 27 patients sent to the hospital with the diagnosis of 
cholelithiasis or cholecystitis, there were only 16 in whom this 
diagnosis could be verified; the illness in the other cases was 
simple constipation. Among eight patients sent to the hospital 
for pernicious anemia, seven did not suffer from any form of 
anemia, and among nine patients sent to the hospital with the 
diagnosis of cancer, there were only three in whom a malignant 
tumor could be found. 

Dr. Kobro’s comments on these findings reflect criticism of 
the hospital physician rather than of the general practitioner. 
The hospital physician scored the greatest number of marks, but 
he did so, to a great extent, by virtue of the laboratory and 
radiological tests at his disposal; however, he is apt to waste 
time over such tests. For example, an old patient is admitted to 
the hospital complaining of pain in the back. He probably has 
spondylosis, a disease presenting no great diagnostic problems. 
A radiological examination is made the day after admission. 
This is repeated on the third day, and on the fourth day, the 
radiological department gives its verdict; treatment based on it 
is not started until the fifth day. The cost of special tests may 
not be great, but the time spent on them adds enormously to 
the cost of hospital treatment. 


BRAZIL 


Hodgkin’s Disease with Parietal Pericardial Involvement.—Dr. 
Quintiliano H. Mesquita, of the Department of Cardiology, N. S. 
Aparecida Hospital, Sao Paulo, recently described a rare case 
of pericardial involvement in Hodgkin’s disease. Of the secondary 


_ invasions observed in Hodgkin's disease, involvement of the 


heart and pericardium is seldom reported. According to the re- 
views published during the last 15 years by Harrell, Garvin, 
Setzu, and McCoy, the literature contains only 27 cases, includ- 
ing Dr. Mesquita’s patient, of pericardial involvement in Hodg- 
kin’s disease, of which only 12 had pericardial lesion as the sole 
lesion in the heart. Of the remaining 15, 5 had concomitant peri- 
cardial and myocardial invasion, 8 had myocardial involvement 
exclusively, and 2 were reported with only a vague reference to 
heart involvement. According to Dr. Mesquita, his case was the 
first such instance reported in the Brazilian mecical literature. 

The author stressed the main features of his case: a survival 
for nearly five years; the exceptional localization on the peri- 
cardium, causing exudation; the treatment with mustard gas and 
roentgen rays; termination with voluminous pericardial effusion 
of the extensive involvement of the left lung; and cardiac failure. 
While she was under the care of another physician, in 1946, a 
pathological examination had been made of a cervical gland of 
this patient, a girl of 15, with a report of chronic nonspecific 
lymphadenitis. Although this might have suggested a diagno- 
sis of Hodgkin's disease, she was given treatment for tuberculo- 
sis of the lymphatic glands, with roentgen therapy of the 
cervical and axillary glands and of a tumoral mass above the 
manubrium of the breast bone. In 1948, the patient was put 
under Dr. Mesquita’s care. With mustard gas therapy, there was 
a considerable regression of the glandular masses and the peri- 
cardial effusion; but, in the last months of her illness, a rela- 
tively rapid invasion of the left lung and a new effusion of the 
pericardium led to cardiac insufficiency, which resulted in death. 
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An Easy and Rapid Staining Method for Treponemas.—Dr. L. 
Salles Gomes, of the central laboratory of the Sao Paulo State 
Department of Health, described a new easy and rapid staining 
method he has successfully used for Treponema pertenue, the 
causative parasite of frambesia, and for other treponemas. The 
Staining medium is the “super chrome” blue-black ink used to 
fill the Parker 51 fountain pen. A drop of serum from a fram- 
besia lesion is mixed with a drop of ink at the end of a clean 
slide. The mixture is spread with the edge of a cover slide as is 
done for blood smears. The manipulations must be done as 
quickly as possible, and two slides must be prepared, one with 
a thin smear and another with a thick one. In about three 
minutes the smears are dry and ready for an oil immersion 
examination. The treponemas stand out clearly, as blue-black 
stains on a light blue background. The staining is permanent. 
Red, green, light blue, and black inks of the same kind do not 
stain treponemas well. The author hopes that the method will 
simplify the diagnosis of syphilis, frambesia, and pinta, whenever 
the use of the conventional methods, such as dark field, Giemsa 
staining, and Fontana-Tribondeau’s silver impregnation, is not 
feasible. 


Frequency and Severity of Accidents in the Textile Industry.— 
For both the value of the production and for the number of 
workers, the textile industry occupies an important place in the 
industrial activity of Brazil and the state of Sao Paulo. Twenty- 
one per cent of the industrial workers of the country and 25 per 
cent of those of the state of Sao Paulo are employed by the 
textile industry. In the city of Sao Paulo, in 1948, there were 
353,530 workers, of which 85,735 (24%) were employed in this 
industry. Dr. B. Alves Ribeiro, professor at the School of 
Hygiene and Public Health, University of Sao Paulo, studied 
the accidents that occurred during the year 1948 in 28,746 
workers from 150 textile mills, a representative samyple of the 
industry. During that year, there were 2,444 accidents, causing 
one death, 103 permanent and total incapacities, and 2,340 tem- 
porary and partial incapacities. This volume of accident cases 
corresponds to a rate of 8.5% of the total number of workers, 
or an average ratio of 1 worker in 12 suffering an accident. 
According to the method of compiling industrial injury rates 
adopted by the American Standards Association, these figures 
correspond to a frequency rate of 35.4, a severity rate of 1.4, 
and an average time charge of 40 days per case. The frequency 
rate is about 4 times higher than that presently observed for the 
same industry in the United States, and the severity rate is nearly 
double. This emphasizes the gravity of the industrial accident 
problem in the local textile industry, stressing the need for urgent 
and adequate measures to improve the situation. 


Acute Injuries of the Head.—Dr. Luis G. Wertheimer, assistant 
professor of surgery at the University of Sao Paulo, published 
a study of 13,110 patients treated by the traumatology service 
of the Hospital das Clinicas. Of this total, 3,821 patients had 
acute head injuries, with the following distribution: cerebral con- 
cussion, 43.5%, skull fractures, 32.4%, scalp injuries, 12.3%, 
cranial contusions, 9.4%, and firearm wounds, 2.4%. The gravity 
of these traumas is emphasized by the fact that, out of 660 
deaths which occurred among the total 13,110 patients, 543 
were from head injuries. Thus, while the general fatality rate 
is 5% of the total patients injured, head injuries alone comprise 
4.2% of the total, leaving only 0.8% of the fatalities due to 
other injuries. In relation to the cause of the accidents, it is 
important to note that about 50% of the cases of head injury 
were caused by vehicle accidents, and about 25% by falls. Con- 
comitant injuries of adjacent parts were observed principally in 
cases of fractures of the frontal and temporoparietal regions and 
fractures of the base of the skull. The most frequent lesion asso- 
ciated with the frontal injury was fracture of one of the face 
bones. In the great majority of cases the X-ray examination 
disclosed a line of fracture, an exception being the closed frac- 
tures of the base of the skull, in which in only 69.8% of the 
fracture could be visualized by the roentgen picture. The most 
frequent fractures were those of the temporoparietal region 
(41.7%), followed by those of the base of the skull (28.9%) and 
those of the frontal bone (22.4%). While the fractures of the 
frontoparietal region, of the occipital bone, and of the base of 
the skull were mainly of the closed type, for the frontal bone 
71.1% were open fractures. The fatality rate for all cases of 
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fracture of the head bones was 45.1%, the highest figure being 
for fractures of the base of the skull (52.5%), followed by those 
of the temporoparietal region (30.7%) and the frontal bone 
(10.5%). 


Brazilian Medical Association.—At a meeting held recently at 
Belo-Horizonte, Minas Geraes, the basis was laid for the organi- 
zation of a national medical association, to be called Associagao 
Medica Brasileira. The Brazilian Medical Association will have 
a structure similar to that of the American Medical Association. 
In 17 of the 20 states of Brazil the organizational work has 
already begun. The largest delegations at the Belo-Horizonte 
meeting were those from the state of Sao Paulo, with 22 dele- 
gates, representing about 9,900 physicians, and from the Federal 
District (city of Rio de Janeiro) with 14 delegates, representing 
about 4,500 physicians. 


BOLIVIA 


Fourth National Medical Congress.—During the first week of 
August, the Fourth National Medical Congress was held in La 
Paz in the University of San Andrés under the chairmanship 
of the Minister of Health. The subjects discussed were chronic 
heart diseases, by Dr. Armando Morales; cancer of the heart, 
by Dr. Hector Fernandez; glomerulonephritis, by Dr. Guillermo 
Jauregui; head injuries, by Dr. Mario Michel; abnormal preg- 
nancy, by Dr. Jenaro Mariaca; cancer of the uterus, by Dr. 
Roberto Suarez; silicotuberculosis, by Dr. Leon Arce; collapse 
therapy in tuberculosis, by Dr. Antonio Brown; intraocular 
tonus, by Dr. Luis Landa; Buccorhinopharyngeal leishmaniasis, 
by Dr. Felix Veintemillas; renal tuberculosis, by Dr. Renato 
Gamarra, and project for code of medical ethics, by Dr. Enrique 
Saint Loup. 


Activities of Inter-American Cooperative Public Health Service. 
—Since 1943, the Servicio Cooperativo Interamericana de Salud 
Publica (a public health agency sponsored by the Bolivian gov- 
ernment and the Institute of Inter-American Affairs) has been 
dedicated to the organization of health centers, health educa- 
tion, and sanitary engineering activities. A small number of 
fellowships is granted annually to physicians, nurses, and other 
technicians engaged in public health work. The nursing section, 
assisted by the physicians of the same agency, also offers a course 
in public health training for graduate nurses every year. In 
summarizing the work accomplished by the medical division, it 
may be pointed out that at the present time there are nine 
health centers in the republic. The Central Public Health Labo- 
ratory, which aids in the Servicio’s program as well as those of 
other medical organizations is located in Cochabamba. There is 
a mobile unit in the Department of Potosi that takes care of 
some 25,000 natives living in four provinces. Preference is given 
to the care of the school population. There are two other mobile 
units in the departments of La Paz and Cochabamba devoted 
exclusively to performing vaccinations. The activities of the 
medical division include scientific meetings that are held every 
fortnight in the main health centers. 


Personal News.—As a result of the change in government dur- 
ing the last days of May, 1951, Dr. Valentin Gomez, a colonel 
in the Medical Corps of the Bolivian Army, became the min- 
ister of health. The former minister, Dr. Félix Veintemillas, 
director of the Institute of Bacteriology and dean of the Faculty 
of Science of the University of San Andrés for the last few 
years, died unexpectedly from myocardial infarction while at- 
tending the Fourth National Medical Congress. 

Dr. John J. Hanlon, professor in the School of Public Health 
of the University of Michigan, who was during the past year 
director of the Servicio Cooperativo Inter-Americano de Salud 
Publica, received a decoration from the Bolivian government in 
recognition of his valuable work in that country. Dr. Anthony 
Donovan, formerly in charge of the Pan American Sanitary 
Bureau Regional Office in Lima, replaces Dr. Hanlon. Upon 
completion of his one year contract with the World Health Or- 
ganization as a team leader of the Maternal and Child program 
in the Philippines, Dr. Carlos Ferrufino returned to La Paz, re- 
joining the Servicio Cooperativo Staff as head of the Depart- 
ment of Planning and Evaluation of Programs. 
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COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


ADDITIONAL HOSPITALS REGISTERED 


The following hospitals were registered by the Council on 
Medical Education and Hospitals of the American Medical Asso- 
ciation at its meeting in Los Angeles, Dec. 2, 1951: 


Flowers Hospital, Dothan, Ala. 

St. Jude’s Catholic Hospital, Mont- 
gomery, Ala. 

Ashdown Hospital, Ashdown, Ark. 

Desha County Hospital, Dumas, 
Ark. 


Roy Hospital, Forrest, Ark. 
Boone County Hospital, Harrison, 
Ark. 


Bradley County Memoria! Hospital, 
Warren, 

U.S. Naval Hospital, Corona, Calif. 

Biggs-Gridley Memorial Hospital, 
Gridley, Calif. 

Kings View Homes, Reedley, Calif. 

Sonora Hospital, Sonora, Calif. 

Tulare County General Hospital, 

Trinity General Hospital, Weaver- 

alif. 
Glenn General Hospital, Willows, 
alif 

Veterans Administration Hospital, 
Denver, Colo. 

Santa Fe Hospital, La Junta, Colo. 

Adams Hospital, Washington, D. C. 

Children’s Convalescent Home, 
Washington, D. C. 

District Training School, Washing- 
ton, D. C. 

Hendry County Hospital, Clewiston, 
Fl 


a. 

Fort Pierce Memorial Hospital, 
Fort Pierce, Fla. 

Hialeah Hospital and Sanitarium, 
Hialeah, Fla. 

Monroe _ Hospital, Key 
West, 

Osceola Hospital, Kissimmee, Fia. 

Southeast Florida State Sanatorium, 
Lantana, Fla. 

Christian Hospital, Miami, Fla. 

Miami Retreat Sanatorium, Miami, 


a. 

Sunny South Hospital, New Smyrna 
Beach, Fla. 

Municipal Hospital, Port St. Joe, 
Fla. 

American Legion Hospital for Crip- 
pled Children, St. Petersburg, Fla. 

Bayou Sanitarium, St. Petersburg, 
Fla. 

Pine Ridge Hospital, West Palm 
Beach, Fla. 

Grady County Hospital, Cairo, Ga. 

St. Francis Hospital, Columbus, Ga. 

Hall County Hospital, Gainesville, 
Ga. 


Pineworth Lodge, Macon, Ga. 

Askew Memorial Hospital, Nash- 
ville, Ga. 

Howard-Pirkle Hospital, Pelham, 

a. 

Brook Haven Manor Sanitarium, 
Stone Mountain, Ga. 

Upson County Hospital, Thomaston, 
Ga 


— a Line Hospital, Way- 
cro 

‘Count Hospital, Waynes- 
boro 

Ashton Hospital, Ashton, 


Ida. 
Marsh Valley Hospital, Downey, 
1 


a. 
Bonner General Hospital, Sandpoint, 
Ida. 


Granville Manor, Chicago, Ill. 

Central Hospital, Clifton, 

Thomsen Clinic Hospitai, Dolton, 
Il. 


Keeley Institute, Dwight, Ill. 
Galesburg State Research Hospital, 
Galesburg, Ill. 


Lightner Hospital, Harrisburg, Ill. 

Highwood Hospital, Highwood, III. 

Lawrence County Memorial Hos- 
pital, Lawrenceville, Ill. 

River Forest Health Resort, Mel- 
rose Park, Ill. 

Wabash General Hospital, 
Carmel, Ill. 

Lincolnview Hospital and Sanitari- 
um, Springfield, Ill. 

Warren Hospital, Michigan City, 
Ind. 


Mount 


Washington County Memorial Hos- 
pital, Salem, Ind. 

Tipton County Memorial Hospital, 
Tipton, Ind. 

Akron Community Hospital, Akron, 
lowa 

Rosary Hospital, Corning, lowa 

Buena Vista County Hospital, Storm 
Lake, lowa 

Schoitz Memorial Hospital, Water- 
loo, lowa 

St. Margaret's Mercy Hospital, Fre- 
donia, Kan. 

Brown County Hospital, Hiawatha, 
Kan . 


Hiawatha Community Hospital, Hi- 
awatha, 

Hoisington Lutheran Hospital, Hoi- 
sington, 

Kingman Memorial Hospital, King- 


Kansas State Penitentiary Hospital, 
Lansing, Kan 

St. Joseph Memorial Hospital, 
Larned, Kan. 

Marysville Hospital, Marysville, 
Kan. 


Medicine Lodge Memorial Hospital, 
Medicine Lodge, . 

Onaga Hospital, Onaga, Kan. 

Gove County Hospital, Quinter, 
Kan. 

Greeley County Hospital, Tribune, 
Kan 

Memoria Hospital, Bards- 
tow 

County Tubercu- 
losis Sanatorium, Covington, Ky. 

Dr. D. L. Jones Clinic and Hos- 
pital, Fulton, Ky. 

District Six Tuberculosis Hospital, 
Glasgow, Ky. 

Hurst-Snyder Hospital, Hazard, Ky. 

Garrard County Memorial Hospital, 
Lancaster, Ky. 

Cardinal Hill Convalescent Hospi- 
tal, Lexington, Ky. 

Casey County War Memorial Hos- 
pital, Liberty, Ky. 

District Five State Tuberculosis Hos- 
pital, London, Ky. 

Our Lady of Peace Hospital, Louis- 
ville, Ky. 

Owen County Memorial Hospital, 
Owenton, Ky. 

Caldwell County War Memorial 
Hospital, Princeton, Ky. 

Pepe Clinic Hospital, Bogalusa, La. 

Washington-St. Tammany Charity 
Hospital, Bogalusa, La. 

Savoy Hospital, Mamou, La. 

Oakdale Infirmary, Oakdale, La. 

Gundry Sanitarium, Baltimore, Md. 

Fall River General Hospital-Tuber- 
culosis Division, Fall River, Mass. 

Jewish Tuberculosis Sanatorium, 
Rutland, Mass. 

Hanover House, West Hanover, 
Mass 


Edyth K. Thomas Memorial Hos- 
pital, Detroit, Mich. 
Harworth Hospital, Detroit, Mich. 


Glenbrook Hospital, Farmington, 
ich. 

Genesee County Tuberculosis Sana- 
torium, Flint, Mich. 

Dickinson County Memorial Hos- 
pital, Iron Mountain, Mich. 

Rogers City Hospital, Rogers City, 
Mich. 


Saginaw County Infirmary Hospital, 
Saginaw, Mich. 

Standish General Hospital, Standish, 

Clearwater County paren Hos- 
pital, Bagley, Min 

Buffalo Memorial Hospital, Buffalo, 
Minn. 

Butler Hospital, Cloquet, Minn. 

Valleyview Hospital and Sanitarium, 
Jordan, Minn. 

St. Michael's Hospital, Sauk Cen- 
tre, Minn. 

Soudan Hospital, Soudan, Minn. 

Wells Municipal Hospital, Wells, 


inn, 

Marion County General Hospital, 
Columbia, Miss. 

Ellisville Municipal Hospital, Ellis- 
vilie, Miss. 

Schmid Sanitarium, Jackson, Miss. 

Louisville Hospital, Louisville, Miss. 

Arrington Hospital, Meridian, Miss. 

Felix Long Memorial Hospital, 
Starkville, Miss. 

Butler Memorial Hospital, Butler, 

o. 
Oakland Park Hospital, Glendale, 


0. 

Krestwoods Medical Hospital, Kan- 
sas City, Mo. 

Wheatiey- Provident Hospital, Kan- 
sas City, Mo. 

Dunklin County Memorial Hospital, 
Kennett, Mo. 

Presnell Hospital, Kennett, Mo. 

Perry County Memorial Hospital, 
Perryville, Mo. 

Phelps County Memorial Hospital, 
Rolla, Mo. 

Casebeer Eye, Ear, Nose and Throat 
Hospital, Butte, Mont. 

Veterans Administration Hospital, 
Miles City, Mont. 

Carbon County Memorial Hospital, 
Red Lodge, Mont. 

Musselshell Valley Hospital, Round- 
up, Mont. 

Wheatland Memorial Hospital, 
Wheatland, Mont. 

Gothenburg Memorial Hospital, 
Gothenburg, Neb. 

Dick Hall’s House, Hanover, N. H. 

Manchester City Hospital, Man- 
chester, N. H. 

Elmer Community Hospital, Elmer, 
N. J 


Meyer Sanitarium, Park Ridge, N. J. 

Valley Hospital, Ridgewood, N. J. 

Alexander Linn Hospital, Sussex, 
N. J. 


Eastern New Mexico Memorial 
Hospital, Melrose, N. Mex. 

Roosevelt County Hospital, Portales, 

. Mex. 

Veterans Administration Hospital, 
Albany, N. Y. 

Amsterdam City Hospital, Amster- 
dam, N. Y. 

Kenmore Mercy Hospital, Buffalo, 
N.Y 


Emma Laing Stevens Hospital, 
Granville, N. Y . 

Placid Memorial Hospital, Lake 
Placid, N. Y. 

Onondaga County Hospital, Onon- 
daga, N. Y. 

Sing Sing Prison Hospital, Ossining, 
N. Y 


High Point Hospital, Port Chester, 
N. Y 


Willowbrook State School, 
Island, 

eee Community Hospital, 
Brevard, N. C. 

Albemarle Elizabeth City, 


Staten 


Garden Terrace Convalescent Home, 
Greensboro, N. C. 

Caldwell Memorial Hospital, Lenoir, 
N. C. 
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Franklin Memorial Hospital, Louis- 
burg, N. 

St. Joseph of the Pines Hospital, 
Southern Pines, N. C. 

Alleghany County Memorial Hos- 
pital, Sparta, 

Warren General Hospital, Warren- 
ton, N. C. 

Brown Community Hospital, Wil- 
liamston, N. 

John C. Wessell Sanatorium, Wilm- 
ington, N. 

Bowling Green ‘University Hospital, 
Bowling Green, Ohio 

Memorial Hospital, Norwalk, Ohio 

Champaign County Hospital, Ur- 
bana, Ohio 

Erick Hospital, Erick, Okla. 

Comanche County Memorial Hos- 
pital, Lawton, Okla. 

Perry Memorial Hospital, Perry, 
Okla. 

Picher Hospital, Picher, Okla. 

Walters Hospital and Clinic, Wal- 
ters, Okla. 

Dr. Bostwick’s Nose and Throat 
Hospital, Ardmore, Pa. 

Veterans Administration Hospital, 
Erie, Pa. 

Memorial Hospital, Everett, Pa. 

Valley Forge Heart Institute and 
Hosp., Fairview Village, Pa 

Gnaden Huetten Memorial Hos- 
pital, Lehighton, Pa. 

Teah Private Hospital, Loch 
Haven, Pa. 

Florence Crittenton Home, 
delphia, Pa. 

Laurel Hospital and Clinic, Wilkes- 
Barre, Pa. 

Divine Providence Hospital, Wil- 
liamsport, Pa. 

Kent County Memorial Hospital, 

Warwick, R. 

Good Samaritan- “Waverly Hospital, 

Columbia, 


Phila- 


Hope Clinic Hospital, Lockhart, 
Ss. C. 

Clarendon Memorial Hospital, 
Manning, S. 


Wallace Thompson Hospital, Union, 
S. C. 


Creamer Community Hospital, Du- 
pree, S. 

Ipswich Community Hospital, Ips- 
wich, S. 

Community Memorial 
Redfield, S. D. 

Rosebud Community Hospital, Win- 
ner, S. 

Isbell Eye, Ear and Throat Hos- 
pital, Chattanooga, Tenn. 

Memorial Hospital, Johnson City, 
Tenn. 

Easi Tennessee Tuberculosis Hospi- 
tal, Knoxville, Tenn. 

Scott Hospital, Lake City, Tenn. 
Faulkner Springs Sanitarium and 
Hospital, McMinnville, Tenn. 
Oak Ridge Institute of Nuclear 
Studies, Medical Division, Oak 

Ridge, Tenn. 

Obion County General Hospital, 
Union City, Tenn. 

Physicians and Surgeons Hospital, 
Alice, Texas 


Hospital, 


Oak Ridge Sanitarium, Austin, 
exas 

Anchell Hospital, Cleveland, Texas 

Cleveland Hospital, Cleveland, 
Texas 

Cuero Hospital and Clinic, Cuero, 
exas 


Jones Eye, Ear, Nose and Throat 
Hospital, Dallas, Texas 


Missouri, Kansas, Texas Railroad 
Employees Hospital, Denison, 
Texas 


Fleming Memorial Hospital, Elgin, 
exas 

Florence Clinic-Hospital, Florence, 

Leake Clinic and Emergency Hos- 


pital, Gladewater, Texas 
McKean Clinic and Emergency 


Hospital, Gladewater, Texas 
Haskell County Hospital, Haskell, 
Texas 
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Keightley Hospital, Houston, Texas 

North Houston Hospital, Houston, 
Texas 

Steed Clinic and Hospital, Hughes 
Springs, Texas 

General Hospital, Iraan, Texas 

Hall-deVlaming Hospital, Kauf- 
man, Texas 

Roy H. Laird Memorial Hospital, 
Kilgore, Texas 

Price and Black Hospital, Lamesa, 
Texas 

Littlefield Hospital and _ Clinic, 
Littlefield, Texas 

Mathis Hospital, Mathis, Texas 

Western Clinic-Hospital, Midland, 
Texas 7 

Missouri Pacific Lines Employees’ 
Hospital, Palestine, Texas 

Bannister Memorial Clinic Hos- 
pital, Pearsall, Texas 

Harper Eye, Ear, Nose and Throat 
Hospital, Port Arthur, Texas 

Rosebud Hospital Clinic, 
Rosebud, Texas 

Memorials Hospital, San Angelo, 


Santa Anna Hospital, Santa Anna, 
exas 

Gaines Clinic and Hospital, Semi- 
nole, Texas 
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U. S. Air Force Hospital, Wichita 
Falls, Texas 

Yorktown Memorial Hospital, 
Yorktown, Texas 

American Fork Community Hos- 
pital, American Fork, Utah 

Dickenson County Hospital, Clint- 
wood, Va. 

Warren Memorial Hospital, Front 
Royal, Va. 

John Randolph Hospital, Hopewell, 
Va. 


Stonega Hospital, Stonega, Va. 

Louise Obici Memorial Hospital, 
Suffolk, Va. 

Shenandoah County Memorial 
Hospital, Woodstock, Va. 

Ocean Beach Hospital, Ilwaco, 


ash. 

Prosser Memorial Hospital, Pros- 
ser, Wash. 

Northgate Surgery, Seattle, Wash. 

West Seattle General Hospital, 
Seattle, Wash. 

Central Memorial Hospital, Top- 
penish, Wash. 

Elizabeth Coplin Leonard Memo- 
rial Hosp., Buckhannon, W.Va. 

Boiarsky Memorial Hospital, 
Charleston, W. Va. 

Veterans Administrations Hospital, 
Madison, Wis. 


Shame Belleview Convalescent Hospital, 


Charles H. Ewing Memorial —pyatteville Municipal Hospital, 
Hospital, Sinton, Texas Platteville, Wis 
Sterling County Hospital, Sterling — 
City, Texas St. Mary’s Hospital, Superior, 


Wis. 
Strawn Hospital, Strawn, Texas Waupun Memorial Hospital, Wau- 
Bronnenberg Clinic Hospital, Ta- pun, Wi 


hoka, Texas Southshore Hospital, Aiea, Hawaii 
Jackson Clinic-Hospital, Terrell, Guayama Tuberculosis Hospital, 
Texas Guayama, P. R. 
Federal Correctional Institution, Mayaguez and Western Polyclinic, 
Texarkana, Texas Mayaguez, P. R. 


UNIVERSITY OF NORTH DAKOTA 
SCHOOL OF MEDICINE 


At its meeting on Dec. 2, 1951, the Council on Medical Edu- 
cation and Hospitals voted to remove the University of North 
Dakota School of Medicine from probation and to restore the 
school to the status of a fully approved school of the basic medi- 
cal sciences. This school has been on probation with the Council 
since May, 1939. The action of the Council was based on a 
survey of the school carried out by representatives of the Council 
and the Association of American Medical Colleges, Oct. 1-5, 
1951. 
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Medical Practice Acts: Constitutionality of in Relation to Chi- 
ropractors.—The state, on relation of the board of medical reg- 
istration and examination, filed a proceeding to adjoin the de- 
fendant chiropractor from practicing medicine without a license. 
From a judgment granting a permanent injunction, the defendant 
appealed to the Supreme Court of Indiana. 

The defendant contended generally and specifically that the 
medical practice act was unconstitutional in its attempt to create 
a medical board to license chiropractors. 

This court has previously held, said the Supreme Court, 
that the practice of chiropractic is the practice of medicine. 
Under existing statutes the legislature made it unlawful to prac- 
tice medicine without a license. Therefore, until the defendant 
obtains a license he cannot practice chiropractic. The board of 
medical registration and examination of Indiana was granted 


the authority to make rules and regulations and to set standards 
for medical schools, which includes chiropractic schools, and 
also to set the requirements which must be met by applicants 
for examinations to practice chiropractic under a medical license. 
An applicant for a license to practice chiropractic is exempted 
by statute from taking an examination in materia medica, sur- 
gery and obstetrics. In conformity with the statutes, the board 
of medical registration and examination adopted rules prescrib- 
ing the requirements for medical schools and the teaching of 
chiropractics. The rules, both as to schools of chiropractic and 
applicants for examination, specifically exempt the study of 
and examination in materia medica, surgery, and obstetrics, and 
thus meet the standards set by the legislature. The defendant 
has made no effort to comply with these rules and the statutes, 
said the Supreme Court. He attempts to set his own standards 
of qualifications for a license and disregards the standards as 
set by the legislature for education and examination. The prac- 
tice of medicine requires the highest standards of education, and 
the cases holding this apply equally to the practice of chiroprac- 
tic, since both medical doctors and chiropractors minister to the 
ills of the human body. The board of medical registration and 
examination has, through its adopted rules, set requirements in 
compliance with legislative enactment as to educational require- 
ments as well as requirements for examination. Therefore, the 
Supreme Court concluded, if a chiropractor desires to be licensed 
in this state, he must meet the requirements as set by the 
board of medical registration and examination. 

The defendant however, contended that the composition of 
the board of medical registration and examination was uncon- 
stitutional because the members of the medical profession have a 
direct pecuniary interest in the elimination of chiropractors. 
It appears, said the Court, that the majority of the board of reg- 
istration and examination are members of the medical profession, 
holding a license to practice medicine, obstetrics, and surgery. 
There is no contention that these members are directly pecuni- 
arily interested except by reason of that fact. None of the mem- 
bers are shown to be from a community in which defendant 
lives and none of the members are shown to be financially 
interested in any way in defendant’s community or in his prac- 
tice. The members of the medical board, the Supreme Court 
concluded, even though they were from the same community 
as the defendant, would appear to have only an indirect pecuni- 
ary interest. Furthermore, said the Court, the composition of 
the board of medical registration and examination and the 
manner in which it may function is a legislative question and not 
a judicial one, the wisdom of which is a matter to be deter- 
mined by the legislature. So long as the constitution is not of- 
fended, we may not interfere with its enactments. 

Finally, the defendant contended that he cannot have a fair 
and impartial hearing before the medical board as now con- 
stituted. The defendant's answer failed to allege that he had met 
the qualifications and that he had applied for a license. He 
contended that because five members of the board are medical 
doctors, holding unlimited licenses to practice medicine, they de- 
sire to eliminate all chiropractors and monopolize the profession. 
Merely because a person holds a license in a certain professional 
field, and is appointed to a board to pass upon the qualifications 
of those requesting a license to operate in that field, it cannot be 
said to justify the assertion that he is so unfair and impartial 
that he cannot fairly and impartially pass upon the requirements 
and fix the standards set by the legislature. If this were true, 
the composition of every professional board in the state of 
Indiana, including the board of law examiners, would offend 
the constitution. Whether or not the medical board is unfair 
and partial cannot be determined until the defendant meets the 
requirements as set by the board and applies for a license. 

Accordingly, the judgment of the trial court sustaining the 
constitutionality of the medical practice act was affirmed.— 
Lucas v. State ex rel Board of Medical Registration and Exam- 
ination, 99 N.E. (2d) 419 (Indiana 1951). 
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UNITED STATES 


A.M.A. Arch. Indust. Hyg. & Occup. Med., Chicago 
4:297-416 (Oct.) 1951 


SYMPOSIUM ON CANCER CONTROL PROGRAM FOR HIGH-BOILING 
CATALYTICALLY CRACKED OILS 
Teamwork in Control of Occupational Diseases: Introductory State- 
ment. R. C. Page.—p. 297. 
Experimental Analysis of Carcinogenic Activity of Certain Petroleum 
Products. W. E. Smith, D. A. Sunderland and K. Sugiura.—p. 299. 
Properties of High-Boiling Petroleum Products: Physical and Chemical 
Properties as Related to Carcinogenic Activity. H. G. M. Fischer, 
W. Priestley Jr., L. T. Eby and others.—p. 315. 
Cancer-Control Program for High-Boiling Catalytically Cracked Oils. 
J. P. Holt, N. V. Hendricks, R. E. Eckardt and others.—p. 325. 
Properties of High-Boiling Petroleum Products: Quantitative Analysis 
of Tumor-Response Data Obtained from Application of Refinery 
Products to Skin of Mice. F. H. Blanding, W. H. King Jr., W. 
Priestley Jr. and J. Rehner Jr.—p. 335. 
Lobar Deposition and Retention of Inhaled Insoluble —a H. E. 
Stokinger, L. T. Steadman, H. B. Wilson and others.—p. 
Impingement of Dust from Air Jets. C. N. Davies, M. | and 
D. Leacey.—p. 354. 


A.M.A. Arch. Neurology and Psychiatry, Chicago 


66:403-536 (Oct.) 1951 
Absolute Measurement of Vibratory Threshold. E. C. Gregg Jr.—p. 403. 
Analysis of Prognostic Factors in Insulin Therapy. M. Cohen.—p. 412. 
Studies on Blood-Brain Barrier with Radioactive Phosphorus. L. Bakay. 


—p. 419. 

Cytology of Rabbit Neurons After ‘“‘Malononitrile’’ Administration. Chan- 
Nao Liu.—p. 427. 

Comparative Psychological Study of Hyperkinetic and Akinetic Extra- 
pyramidal Disorders. V. A. Kral and H. Dorken Jr.—p. 431. 

Spontaneous Subarachnoid Hemorrhage Occurring in Noneclamptic Preg- 
nancy. J. W. Conley and C. W. Rand.—p. 443. 

*Efficacy of Aqueous Penicillin Alone and Combined with Other Modes in 
Advanced Dementia Paralytica: Five-Year Study. P. N. Brown.—p. 464. 

Cryptococcus Meningitis (Torulosis) Treated with New Antibiotic, Acti- 
dione.® H. M. Wilson and A. W. Duryea.—p. 470. 

Electroencephalographic Findings in Spinal Cord and Brain Stem Lesions. 
G. F. Perry and D. J. Simons.—p. 481. 

Effect of Potassium on Electrocardiographic Abnormalities Produced 
During Insulin Shock. I. A. Kraft, H. Salzberg and J. A. Rosenkrantz. 

485. 


Metastasis of Sarcoma Boitryoides. L. M. Friedland.—p. 491. 
Unilateral and Bilateral Lobotomy: Controlled Evaluation. A. Simon, 
L. H. Margolis, J. E. Adams and K. M. Bowman.—p. 494. 
Electroencephalogram in Multiple Sclerosis: Analysis of ‘Series Submitted 
to Continuous Examinations and Discussion. V. Fuglsang-Frederiksen 
and P. Thygesen.—p. 504. 
Penicillin and Other Treatment in Dementia Paralytica.—Five 
modes of treatment were used in 50 cases of severe dementia 
paralytica at the Ypsilanti State Hospital. Group | was treated 
with 4,000,000 units of aqueous penicillin in a dose of 20,000 
units every two hours for 1674 days. Group 2 was given 4,000,- 
000 units of penicillin in the same dosage as Group 1 and a 
course of therapeutic malaria. Grup 3 received 4,000,000 units 
of penicillin in the same dosage, plus intravenous injections of 
arsenic alternated with administration of bismuth for one year. 
Group 4 was given 4,000,000 units of penicillin, a course of 
therapeutic malaria, and one year of chemotherapy. Group 5 
served as a control, receiving a course of therapeutic malaria and 
chemotherapy. Throughout the investigation, serological tests 
were performed. This study revealed that for the severe dementia 
paralytica usually seen in state hospitals, penicillin combined 
with therapeutic malaria is the best treatment. A comparison of 
groups 2 and 4 indicated that at least in some cases of dementia 
paralytica chemotherapy is harmful. 


Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individual subscribers, provided they reside in continental 
United States or Canada. Requests for periodicals should be addressed 
“Library, American Medical Association.’ Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge 
is made to members, but the fee for other borrowers is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the prop- 
erty of authors and can be obtained for permanent possession only from 
them. 

Titles marked with an asterisk (*) are abstracted. 


A.M.A. Arch. Surgery, Chicago 


63:413-584 (Oct.) 1951 

Effect of Cortisone and Corticotrophin (ACTH) on Intra-Abdominal 
Adhesions. S. R. Scheinberg and H. C. Saltzstein.—p. 413. 

Role of Cardiovascular Stress in Pathogenesis of Endocarditis and 
Glomerulonephritis: Observations Including Method of Experimental 
Production Utilizing Arteriovenous Fistulas. C. W. Lillehei, J. M. 
Shaffer, W. W. Spink and others.—p. 421. 

Femoral Arteriovenous Anastomosis in Treatment of Occlusive Arterial 
Disease. D. E. Szilagyi, G. D. Jay III sand E. D. Munnel.—p. 435. 
Operative Treatment of Peripheral Aneurysms. J. J. Clear and L. G. 

Herrmann.—p. 452. 

Leg and Thigh Amputations in Obliterative Arterial Disease. H. B. 
Shumacker Jr. and T. C. Moore.—p. 458 

Gasometric Studies in Carotid-Internal Jugular Anastomosis in Neck: 
Preliminary Report on Human Experiences. E. §S. Gurdjian, J. E. 
Webster and F. Martin.—p. 466. 

Complications and Effects Observed in Thirty-Three Patients with Cervical 
Arteriovenous Fistulas. J. M. Hammer, H. S. Heersma, J. R. Mac- 
Gregor and others.—p. 477. 

Syndrome of Leaking Duodenal Stump. B. B. Larsen and R. C. Fore- 
man.—p. 480. 

Pneumoarthrograms of Knee: Aid in Localization of Internal Derange- 
ment. J. K. Stack and R. C. Lockwood.—p. 486. 

Consideration of Lethal Factors in Acute Pancreatitis. V. E. Siler and 

Wulsin.—p. 496. 

Study of Types of Recurrence Following Inguinal Herniorrhaphy. 
S. Zawacki and E. T. Thieme.—p. 50S. 

Slow Versus Rapid Intestinal Strangulation Obstruction. H. Laufman, 
W. E. Furr Jr. and H. D. Roach.—p. 511. 

Circulatory Disturbances Produced by Acute Intestinal Distention in 
Living Animal. R. J. Noer, H. J. Robb and L. F. Jacobson.—p. 520. 
Surgical Jaundice in Infants and Children. E. W. Gerrish and J. W. Cole. 

—p. 529. 

*Biliary Tract Disease in the Aged. H. C. Fisher and H. MacM. White Jr. 
—p. 536. 

Localization of Radioactivity of Colloidal Gold: Preliminary Report. 
H. F. Berg.—p. 545. 

Radioactive Isotopes in Localization of Intracranial Lesions: Survey of 
Various Types of Isotopes and ‘“‘Tagged Compounds” Useful in Diag- 
nosis and Localization of Intracranial Lesions with Special Reference 
to Use of Radioactive lodine-Tagged Human Serum Albumin. S. N. 
Chou, J. B. Aust, W. T. Peyton and G. E. Moore.—p. 554. 

Use of Invert Sugar Solutions for Parenteral Feeding of Surgical Patients. 
B. R. Lawton, A. R. Curreri and J. W. Gale.—p. 561. 

Tryptic Débridement of Necrotic Tissue. H. G. Reiser, R. Patton and 
L. C. Roettig.—p. 568. 

*Growth of Vascular Grafts in Growing Experimental Animals: Pre- 
liminary Report. T. C. Everson and H. W. Southwick.—p. 576. 


Biliary Tract Disease in the Aged.—In patients over 70 who had 
been operated on at the Denver General Hospital biliary tract dis- 
ease ranked next to carcinoma of the stomach and colon in mor- 
tality and next to repair of hernias in frequency. The records of 
elderly patients treated for biliary tract disease were reviewed 
and the following facts were revealed: 1. Biliary tract disease 
in the aged is dangerous and occurs frequently. 2. The inci- 
dence of cholelithiasis and the ratio of men to women with the 
disease increase with age. 3. The complications of cholelithiasis 
cause most of the deaths from biliary tract disease in this age 
group. 4. Emergency operation has a high mortality and should 
be avoided if possible, yet the increased incidence of perfora- 
tion emphasizes the need for considering emergency treatment 
for acute cholecystitis. 5. Elective cholecystectomy, with chole- 
dochostomy if necessary, is well tolerated by elderly persons and 
should be performed during a quiescent period of the disease 
to prevent further acute attacks and the dangerous complications 
of cholelithiasis. 6. Nonsurgical management is preferable when 
other conditions increase the risk in surgery. 7. Postoperative 
complications, especially pulmonary infections, are frequent and 
dangerous in this age group, and adequate preoperative and 
postoperative care is necessary to lower the mortality. 8. Elderly 
patients usually are benefited by either surgical or nonsurgical 
treatment, but those treated surgically have fewer continued 
symptoms and fewer complications of biliary tract disease. 


Growth of Vascular Grafts in Animals.—Venous and arterial 
grafts have been used increasingly in the operative correction of 
congenital vascular anomalies in infants and children. There is, 
however, little or no evidence to indicate whether these vascular 
grafts grow as the patient increases in size. To answer this ques- 
tion, autogenous arterial, autogenous venous, and homologous 


| | 
1: 
195 


Vol. 148, No. 2 


preserved arterial grafts were inserted into aortic defects in 10 
young pigs to determine if the grafts would grow as the animals 
increased in size. All of three autogenous arterial grafts, two of 
four autogenous venous grafts, and two of three homologous 
preserved arterial grafts were patent when the animals were killed 
seven months later after having increased in weight eight to nine 
times. All grafts that remained patent grew in both length and 
diameter. More extensive studies are now in progress to deter- 
mine if there is a statistically significant difference in incidence of 
occlusion between autogenous venous and homologous preserved 
arterial grafts in growing experimental animals. 


American Journal of Clinical Pathology, Baltimore 
21:799-900 (Sept.) 1951 


*Effects of Cortisone on Bone Marrow in Hodgkin's Disease. R. S. Fadem, 
S. S. Berson, A. S. Jacobson and B. Straus.—p. 799. 

Platelets and Coaguiation Defect Caused by Dicumarol. F. D. Mann, M. 
Hurn and N. W. Barker.—p. 814. 

Electrolytic Resistance of Blood Clot in Polycythemia Vera Before 4 
After Radiation and Its Relationship to Clot Retraction. H. H. Hen 
tell, I. S. Henstell and E. M. Ornitz Jr.—p. 820. 

Excretion of P in Bile of Rabbits Following Intravenous Administra- 
tion. F. B. Moreland, J. H. Gast and B. Haipert.—p. 828. 

Serum Sodium and Potassium Values in 400 Normal Human Subjects, 
Determined by Beckman Flame Photometer. H. C. Elliott Jr. and 
H. L. Holley.—p. 831. 

Technical Problems in Direct Tissue Studies with Electron Microscope. 
R. F. Dent Jr., M. Barhite and E. F. Geever.—p. 836. 

Uptake of Radioiodine in Frozen Thyroid Carcinoma Tissues. W. N. 
Harsha and B. R. Harsha.—p. 842. 


Effects of Cortisone on Bone Marrow in Hodgkin’s Disease.—To 
determine the effects of cortisone in Hodgkin’s disease, 10 
patients were selected who had active, progressive Hodgkin’s 
disease and who had received no therapy except blood trans- 
fusions and rest for one month. Adequate marrow examinations 
were possible in only six patients. Cortisone was administered, 
initially, in a daily dosage of 100 mg. for 21 days. Subsequent 
treatments with cortisone, nitrogen mustard, or other agents 
depended upon the condition of the patient. Bone marrow was 
obtained by aspiration from the sternum or the iliac crest. Each 
aspiration was made at a site at least 1 cm. removed from the 
site of earlier aspirations. The most prominent bone marrow 
changes were proliferation of erythrocytic, granulocytic, eosino- 
philic, and megakaryocytic elements, and of reticulum cells, 
associated in some instances with morphological abnormalities. 
It is doubted that these changes resulted from correction of a 
previously existing deficiency of the hormone. Rather, it is be- 
lieved that cortisone exerted stimulatory influences upon growth 
of marrow cells and possibly prevented delivery or utilization 
of such cells in the peripheral blood. The development of giant 
cells of the Reed-Sternberg type in the marrow of three patients 
was also noted. This finding is interpreted as evidence that 
cortisone does not beneficially effect an important underlying 
mesenchymal disturbance in Hodgkin’s disease. 


21:901-998 (Oct.) 1951. Partial Index 


Symposium on Blood Glucose. F. W. Sunderman, R. P. MacFate, G. T. 
Evans and J. B. Fuller.—p. 901. 

Neurologic Lesions of Erythroblastosis Fetalis in Reiation to Nuclear 
Deafness. W. B. Dublin.—p. 935. 

Anaplastic Cells of Fetal Adrenal Cortex. J. M. Craig and B. H. Landing. 


—?p. 

*Jaundice and False Positive Frog Tests for Pregnancy. H. Sobel and 
S. Edelman.—p. 950. 

Use of Human Serum in in Vitro Tests for Virulence of Corynebacterium 
Diphtheriae. J. T. Hook and E. I. Parsons.—p. 979. 

Direct Agar Culture Method for Testing Sensitivity of M. Tuberculosis 
to Streptomycin. L. R. Peizer, D. Widelock and C. Schechter.—p. 982. 

Rapid Staining Procedure for Intestinal Amoebae and Flagellates. W. B. 
Wheatley.—p. 990 


Jaundice and False Positive Test for Pregnancy.—The male frog 
test for pregnancy was performed with urine of 21 jaundiced 
patients. The urine of nine patients, including men and women, 
contained a substance that caused a positive reaction. The posi- 
tive tests were not necessarily associated with the presence of 
parenchymal liver damage nor related to the degree of jaundice. 
Patients whose urine did not give a positive reaction had similar 
types of obstructive and parenchymal jaundice with approxi- 
mately similar ranges of the icterus index. The nature of the 
active material is as yet unknown. It is apparently quite labile. 
The activity seems to disappear if the material is kept on kaolin 
for several days. 
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American Journal of Tropical Medicine, Baltimore 


31:535-672 (Sept.) 1951. Partial Index 


Laboratory Comparison of United States and British Army Typhoid- 
Paratyphoid Vaccine. W. S. Miller, D. L. Clark and O. C. Dierk- 
hising.—p. 535. 

Efficiency of Zinc Sulfate Technic in Detection of Intestinal Protozoa by 
Successive Stool Examinations. J. E. Tobie, L. V. Reardon, J. Bozi- 
cevich and others.—p. 552. 

Measurements of Direct Amebicidal Potential by Micro-Method for 
Screening of Drugs in Vitro. B. P. Phillips.—p. 561. 

Aureomycin in Treatment of Intestinal Amebiasis: Report on 44 Cases. 
C. Calero.—p. 566. 

Effect of Lapinone (M-2350) on P. Vivax Infection in Man. G. Fawax 
and F. S. Haddad.—p. 569. 

*Role of House Fly, Musca Domestica, in Multiplication of Certain 
Enteric Bacteria. J. E. Hawley, L. R. Penner, S. E. Wedberg and 
W. L. Kulp.—p. 572. 

Results Obtained in Testing Molluscacides in Field Plots Containing 
Oncomelania Nosophora, Intermediate Host of Schistosoma Japonicum., 
D. B. McMullen, S. Komiyama, N. Ishii and others.—p. 583. 

Antibody Response in Egyptian Splenomegaly. M. A. Gohar, A. A. Eissa 
and I. Sebai.—p. 605. 

Fresh-Water Cercarial Dermatitis from Southern California. W. L. 
Simmonds, W. E. Martin and E. D. Wagner.—p. 611. 

Note on Filariasis Among the Natives of Okinawa, with Particular Refer- 
ence to Possible Transmission of Wuchereria Bancrofti by Anopheles 
Hyrcanus Sinensis. T. W. Simpson.—p. 614. 

Experimental Therapy of Onchocerciasis with Suramin and Hetrazan: 
Results of Three-Year Study. T. A. Burch and L. L. Ashburn.—p. 617. 

Observations Based on Cutaneous Biopsies in Onchocerciasis. L. Mazzotti. 
—p. 624. 

Production of Polyvalent Antivenin Against Trimeresurus Flavoviridis and 
Agkistrodon Blomhoffii Venoms. K. F. Burns.—p. 665. 


Housefly and Multiplication of Enteric Bacteria.—Most writers 
have assumed a mechanical transmission of bacteria on the body 
of the housefly, and some have studied the possibility of multi- 
plication of bacterial organisms in flies following ingestion of 
such organisms. Normal stool flora studies were conducted on 
36 houseflies. While the presence of soil and water species of 
bacteria was common, Proteus morganii was isolated from 28 
of the 36 flies studied, and Aerobacter aerogenes was found in 
20 of the 36 flies. Mounted flies were fed daily with sterile 0.5 
molar sucrose solution and sterile skim milk from potometers. 
Droppings were collected in the tubes containing 2.0 ml. of iso- 
tonic sodium chloride solution or on the surface of non-nutrient 
agar plates from which isolation of the specific test organisms was 
attempted. Of 132 domestic flies investigated in controlled feed- 
ing experiments, 36 were fed known numbers of Escherichia 
coli, 48 were given measured amounts of Salmonella schott- 
milleri, and another group of 48 flies received known numbers 
of Shigella dysenteriae in an effort to determine passage of the 
test species of bacteria through the digestive tract of the flies. 
Flies in groups of 12 fed small numbers (less than 1,000) of the 
specified organisms in a single feeding apparently do not pass 
these bacteria in their stools, but as the numbers of ingested 
bacteria increase, decided multiplication occurs within the in- 
sects, as evidenced by the excretion of significantly greater 
numbers of the test species than were initially fed. 


Am. Practitioner & Digest of Treatment, Philadelphia 
2:745-832 (Sept.) 1951 

Evaluation of Liver Biopsy as Diagnostic Procedure. C. Cassel, F. C, 
Bone, J. M. Ruffin and L. D. Stoddard.—p. 745. 

Headache Clinic 111: Endocrine Therapy in Migraine. L. S. Blumenthal 
and M. Fuchs.—p. 755. 

Blinding Diseases of the World—Treatment. A. A. Knapp.—p. 758. 

*Erythema Nodosum: Analysis of 50 Cases and Review of Literature. 
E. Wasserman and J. Yules.—p. 772. 

Modern Advances in Diagnosis and Treatment of Convulsive Disorders. 
R. B. Aird.—p. 777. 

Chloromycetin in ‘Healthy Carriers” of Endamoeba Histolytica. A. P. 
Coronel.—p. 782. 

Topical Use of Penicillin Ointment in Treatment of Chronic Bartholin 
Cyst Infection. A. Jablonsky.—p. 784 

Primary Sarcoma of Heart: Report of Case Associated with Metastatic 
Calcification. P. H. Ringer Jr. and W. J. McDermid.—p. 786. 

Management of the Complaining Patient: Method of Intensive Psycho- 
therapy. R. L. Sutherland.—p. 792. 


Erythema Nodosum.—Fifty cases in which the diagnosis of 
erythema nodosum was unequivocal were selected at random 
from admissions to the Boston City Hospital from 1941 to 1951. 
The clinical and laboratory features of these 50 patients are 
presented. The disease was much more frequent in females (42) 
than in males (8). The ages of the patients ranged from 18 to 73 
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years. Seventy per cent of the patients had associated respiratory 
infections, a fact which is in accord with other reports from the 
same geographic area. The former concept that erythema 
nodosum is a manifestation of tuberculosis and rheumatic fever 
can no longer be supported, in view of recent observations, in- 
cluding those in this group, in which only one patient had co- 
existing “aa and only four had rheumatic fever. Dental 
infection (in 12%), ulcerative colitis (in 4%), and gonorrhea 
(in 4%) were peed d in a higher incidence than previously noted 
in the literature. Bromide sensitivity was responsible for 
erythema nodosum in one patient. Sulfonamide sensitivity, pul- 
monary hilar lymphadenopathy, and generalized lymphadenop- 
athy were noted in proportions similar to those already reported. 
The authors feel that erythema nodosum may be considered a 
disease of hypersensitivity often associated with infectious and 
chemical agents. Geographic location appears to determine the 
specific causative factors associated with this condition. Tuber- 
culosis and rheumatic fever are not commonly found in asso- 
ciation with erythema nodosum in this area. 


American Review of Tuberculosis, New York 


64:327-476 (Oct.) 1951 


*Tuberculomas of Mediastinum. C. F. Storey and H. A. Lyons.—p. 327. 

Enumeration of Viable Tubercle Bacilli by Surface Plate Counts. 
F. Fenner.—p. 353. 

Study of Relation of Nutrition to Development of Tuberculosis: Influence 
of Ascorbic Acid and Vitamin A. H. R. Getz, E. R. Long and H. J. 
Henderson.—p. 381. 

Bronchography in Pulmonary Tuberculosis: With Histopathologic Correia 
tion in 82 Resections. M. G. Buckles, W. L. Potts, H. B. Davidson and 
W. B. Neptune.—p. 394. 

Tuberculous Meningitis: Correlation of Therapeutic Results with Patho- 
genesis and Pathologic Changes: I. General Considerations and Patho- 
genesis. O. Auerbach.—p. 408. 

*Id.. Il. oe Changes in Untreated and Treated Cases. O. Auerbach. 
419, 


Chemotherapy as Prophylaxis Against Secondary Intestinal Tuberculosis: 
Report of 150 Autopsies. I. Kiallqvist.—p. 430. 

Attempts to Heighten Effect of BCG Vaccination with Hyaluronidase. 
S. Bergqvist.—p. 442. 

Plasma Concentrations of Para-Aminosalicylic Acid (PAS) After Oral and 
Rectal Administration as Influenced by p-(Di-n-Propylsulfamyl])-Benzoic 
Acid (Benemid). C. W. Rieber, M. Saline and M. M. Friedman.—p. 448. 

Effect of Prolonged Administration of p-(Di-n-Propylsulfamyi)-Benzoic 
Acid (Benemid) upon Plasma Concentrations of Para-Aminosalicylic 
Acid. H. L. Israel, F. Mick and W. P. Boger.—p. 453. 

Importance of Respiratory Diseases. A. D. Langmuir.—p. 461. 


Mediastinal Tuberculomas.—The occurrence of mediastinal 
tuberculoma is reported in six men between 20 and 30 who 
were on active duty in the armed forces. Only one of the six 
patients had symptoms referable to the mediastinal mass, which 
in four was discovered on routine chest roentgenograms. In 
five of these six cases and in five of eight cases previously re- 
ported by other workers, the masses were located in the mid- 
plane of the chest immediately above the level of the transverse 
portion of the azygos vein. The presence of an oval or spherical, 
smoothly outlined, and sharply circumscribed mass of homo- 
geneous density, or containing calcium deposits, projecting to 
the right from the mediastinum in the aforementioned position, 
strongly suggests a diagnosis of mediastinal tuberculoma. A his- 
tory of tuberculosis, other evidence of that disease, and/or a 
positive tuberculin reaction (as in two of the authors’ patients) 
would make the diagnosis more likely. As there is no method 
of making a positive diagnosis preoperatively, it is believed 
that most of these patients should be subjected to ex- 
ploratory thoracotomy, which was performed in the authors’ 
patients. The mass should be removed at the time of surgical 
intervention if it can be accomplished with reasonable safety. 
The mass was excised in five of the authors’ cases. Two of the 
lesions showed active chronic granulomatous processes with 
tubercle formation but no acid-fast bacilli. In the three others no 
normal architecture remained, so that it was impossible to prove 
that the lesions had arisen from chronic granulomatous lymph- 
adenitis, but acid-fast bacilli were demonstrated in the caseous 
centers of two lesions. At present tuberculoma appears to be 
an acceptable descriptive term for lesions of this kind. Post- 
operative management consisted of strict bed rest for three 
months, and of bed rest interrupted by progressively longer 
periods out of bed for an additional three months. Streptomycin 
in doses of 1 gm. daily and p-aminosalicylic acid in doses of 
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12 gm. daily were given postoperatively for six weeks to four 
months. Of the six patients, five had been returned to full duty, 
and the sixth is expetecd to be returned to full duty after six 
months of postoperative rest. 


Tuberculous Meningitis.—Pathological findings in 64 cases of 
tuberculous meningitis treated with streptomycin for periods 
of from one day to 25 months were compared with findings in 
untreated cases in an attempt to correlate the therapeutic effect 
with the pathogenesis and pathological changes of the disease. 
The survival period in untreated cases of tuberculous meningi- 
tis is usually less than three weeks, too short a time for extensive 
caseation and granulation tissue to develop. With streptomycin 
therapy the exudate within the subarachnoid space undergoes ex- 
tensive necrosis that encircles and partially involves the vessel 
walls in a similar process. Concomitantly there is fibrous thick- 
ening of the intima of the enclosed blood vessels. Tuberculous 
granulation tissue from the piarachnoid replaces the remaining 
fibrinocellular exudate in the subarachnoid space so that, with 
prolonged therapy, the base of the brain becomes covered by 
a dense layer of hyalinized connective tissue that encloses necrotic 
foci. Streptomycin therapy has introduced a new phase in treat- 
ment of tuberculosis meningitis. The drug prolongs the natural 
course of the disease and causes extensive healing within the 
exudate. Since the source of dissemination to the meninges in 
children with tuberculous meningitis is eliminated by healing of 
the primary infection, successful results with streptomycin ther- 
apy appear more likely in children than in adults. In adults the 
meningitis is usually secondary to active extrapulmonary tuber- 
culosis that gives rise to repeated hematogenous dissemination. 
That repeated infections of the meninges occur in adults is sug- 
gested by the presence of all stages of the healing process and 
also by the presence of fresh exudate over the convexity of the 
brain and surrounding the spinal cord. Repeated relapses in the 
course of streptomycin therapy may be related to the appearance 
of fresh foci of inflammation in the subarachnoid space. 


Bulletin of Johns Hopkins Hospital, Baltimore 


$9:263-338 (Oct.) 1951 
———e Wasting of Obscure Origin and Thyroid Giand. K. L. Zierler. 
63. 
Study of “‘Q3” Deflection in Cases of Myocardial 
Infarction and in Normal Subjects. W. R. Milnor, A. Genecin, S. A. 
Talbot and E. V. Newman.—p. 281. 

Effect of Cortisone on Primary and Secondary Aqueous and on Corneal 
Vascularization in Rabbits. S. R. Irvine and M. D. Irvine.—p. 288. 
Tissue Culture Studies on Liver Cells of Tuberculin Sensitized Animals 

in Presence of Tuberculin (Purified Protein Derivative). J. J. Buckley, 

S. M. Buckley and M. L. Keeve.—p. 303. 
Non-Traumatic Aortic Valve Rupture. D. Carroll.—p. 309. 
Hepatitis in Mice, of Presumed Viral Origin: Preliminary Report. J. Jor- 

dan and G. S. Mirick.—p. 326. 
Muscular Wasting in Thyroid Disease. 
that muscle is ever unaffected in hyperthyroidism, cases in which 
muscle involvement is the most prominent symptom have been 
subclassified as examples of thyrotoxic myopathy. Many features 
of chronic thyrotoxic myopathy are suggestive of “apathetic thy- 
roidism” as described by Lahey. Previous reports show that mus- 
cular wasting with thyroid disease is observed almost exclusively 
in patients over 40 or SO years of age. Zierler observed 10 
patients over 40 in whom the principal manifestation of hyper- 
thyroidism was great muscular wasting. These patients com- 
plained chiefly of anorexia, weakness, and weight loss. Exoph- 
thalmos, thyropathic eye signs, and goiter were not demonstrable 
or were not pronounced in most cases. A curious pattern of 
creatine metabolism appeared in these patients, characterized 
by hypocreatininuria, impaired creatine tolerance, and surpris- 
ingly slight spontaneous creatinuria. So consistent was this pat- 
tern that it became an indication for therapeutic trial. Although 
the pattern also occurs with myotonic dystrophy and Addison’s 
disease, adrenocortical insufficiency in these older hyperthyroid 
patients could not be demonstrated. A possible explanation of 
these findings is that the rate of synthesis of creatine is de- 
creased in the three clinical conditions in which the anomalous 
pattern has been noted. Convincing demonstration of hyper- 
thyroidism depended on response to therapy. Rapid recovery 
of weight and restoration of strength occurred uniformly during 
administration of strong iodine (Lugol's) solution or of n-propyl- 
thiouracil or of both. 
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Circulation, New York 
4:321-480 (Sept.) 1951 


Cardiodynamic Effects of Mitral Commissurotomy. E. R. Munnell and 
. Lam.—p. 321. 

Transposition of Aorta and Pulmonary Artery. M. Campbell and S. Suz- 
man.—p. 329. 

Dynamics of Eisenmenger’s Complex: Integration of Pathologic, Physio- 
logic and Clinical Features. H. Goldberg, E. N. Silber, A. Gordon and 
L. N. Katz.—p. 343. 

Nitroglycerin-Flicker Test. E. L. Fox and I. S. Wright.—p. 350. 

Significance of Nitroglycerin-Flicker Fusion Response in Normal Sub- 
jects and Patients with Cardiovascular Disease. H. I. Russek, W. H. 
Anderson and A. A. Doerner.—p. 359. 

Some Effects of Digoxin on Heart and Circulation in Man: Digoxin in 
Enlarged Hearts Not in Clinica! Congestive Failure. R. M. Harvey, 
M. I. Ferrer, R. T. Cathcart and J. K. Alexander.—p. 366. 

Effect of Intravenously Administered Digoxin on Water and Electrolyte 
Excretion and on Renal Functions. S. J. Farber, J. D. Alexander, 
E. D. Pellegrino and D. P. Earle.—p. 378. 

*Study of Effect of Procaine Amide Hydrochloride in Supraventricular 
Arrhythmias. M. C. McCord and J. T. Taguchi.—p. 387. 

New Tolerance Test as Guide to Clinical Heparin Therapy. R. S. 
McCleery and J. A. Yarborough.—p. 394 

Lumbar Sympathectomy for Peripheral Arteriosclerosis. F. L. Pearl and 
L. D. Rosenman.—p. 402. 

Evaluation of Anticoagulant Therapy in Congestive Heart Failure. D. C. 
Levinson and G. C. Griffith.—p. 416. 

Unipolar Precordial and Extremity Electrocardiogram in Normal Infants 
and Children. M. M. Alimurung, L. G. Joseph, A. S. Nadas and B. F. 
Massell.—p. 420. 

Management of Cardiac Patients in Relation to Surgery. A. C. Ernstene. 

430. 


4:483-640 (Oct.) 1951 
Relief of Acute Right Ventricular Strain by Production of Interatrial 
Septal Defect. G. A. Brecher and D. F. Opdyke.—p. 496. 
Recommendations for Human Blood Pressure Determinations by Sphyg- 


momanometers. J. Bordley III, C. A. R. Connor, W. F. Hamilton and 
others.—p. 503 


Study of Central and Peripheral Arterial Pressure Pulse in Man: Correla- 
tion with Simultaneously Recorded Electrokymograms. A. H. Salans, 
L. N. Katz, G. R. Graham and others.—p. 510. 

Quinidine Lactate and Gluconate in Suppression of Ectopic Ventricular 
Tachycardias Associated with Myocardial Infarction: Control of Toxic- 
ity by Morphine. A. S. Harris, A. Estandia, T. J. Ford Jr. and R. F. 
Tillotson.—p. 522. 


Studies of Antiadrenergic Effects of Nitroglycerin on Dog Heart. R. W. 
Eckstein, W. B. Newberry, J. A. McEachen and G. Smith.—p. 534. 
Effect of Pulse Pressure and Mean Arterial Pressure Modification on 
Renal Hemodynamics and Electrolyte and Water Excretion. E. E. 

Selkurt.—p. 541. 


Determination of Cardiac Output by Continuous Recording System Utiliz- 
ing lodinated (I**) Human Serum Albumin: I. Animal Studies. W. J. 
MacIntyre, W. H. Pritchard, R. W. Eckstein and H. L. Fridell.—p. 552. 


Macrophage Migration in Experimental Atherosclerosis. J. H. Simonton 
and J. W. Gofman.—p. 557. 


Peripheral Vasomotor Effects of Adrenaline and Noradrenaline Acting 
upon Isolated Perfused Central Nervous System. R. D. Taylor and 
I. H. Page.—p. 563. 

Effect of Cycle Length on Time of Occurrence of First Heart Sound and 
Opening Snap in Mitral Stenosis. A. L. Messer, T. B. Counihan, M. B. 
Rappaport and H. B. Sprague.—p. 576. 


New Aspects of Blood Pressure Regulation. C. Heymans and G. van den 
Heuvel-Heymans.—p. 581. 


Experimental Production of Diffuse Proliferative Glomerulonephritis 
Utilizing Arteriovenous Fistula Stress with Bacteremia. C. W. Lillehei, 
J. R. R. Bobb, D. Wargo and others.—p. 587. 

Quantitative Electrokymograph. R. H. Morgan and R. E. Sturm.—p. 604. 


Procaine Amide Hydrochloride in Supraventricular Arrhythmias. 
—Procaine amide hydrochloride has proved of value in cardiac 
arrhythmias of ventricular origin but is considered as having 
little effect on the auricles. The present report, however, de- 
scribes the results of the intravenous administration of procaine 
amide in 25 patients with cardiac arrhythmias of supraventricu- 
lar origin. The drug, which comes in 10 cc. vials, was diluted 
to 30 cc. with isotonic solution of sodium chloride and was 
administered intravenously. Electrocardiographic control was 
maintained conti sly for variable periods following adminis- 
tration. A pronounced effect on the auricles was demonstrated 
by the following findings: (a) conversion to normal sinus rhythm 
in six cases of auricular fibrillation and in three cases of supra- 
ventricular tachycardia; (b) elimination of premature auricular 
contractions in one patient; and (c) marked slowing and changes 
in the configuration of the auricular waves in seven other 
patients. In four patients with auricular flutter conversion to 
normal sinus rhythm was not achieved. Other electrocardio- 
graphic evidence of the effect of this drug on the heart was 
demonstrated in nearly all patients by mild to marked degrees 
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of QRS and QT interval prolongation. An incréase in ventricular 
rate in auricular fibrillation and a decrease in auricular- 
ventricular ratio in auricular flutter was a constant finding. 
“Toxic” or undesirable changes were observed in eight patients. 
Considerable variation in individual sensitivity to procaine 
amide and the frequency of unfavorable manifestations make 
necessary careful electrocardiographic and blood pressure con- 
trol during intravenous administration of this drug. 


Diseases of Chest, Chicago 


20:347-452 (Oct.) 1951 

Bronchial Adenoma: Follow-Up Report After 35 Years. C. Jackson. 
—p. 347. 

*Role of Bronchoscopy in Diagnosis and Treatment of Bronchial Adenoma. 
C. L. Jackson and C. M. Norris.—p. 353 

Diffuse Interstitial Fibrosis of Lungs (Report of Case with Unusual 
Features). H. L. Katz and O. Auerbach.—p. 366. 

Cardio-Respiratory Studies in Pre and Post Operative Funnel Chest 
(Pectus Excavatum). A. L. Brown and O. Cook.—p. 378. 

Streptomycin as Adjunct to Therapy of Pulmonary Tuberculosis: Long 
Term Study. K. A. Harden, H. M. Payne, H. V. McKnight and N. P. 
Gillem.—p. 392. 


Postural Rest in Pulmonary Tuberculosis. B. A. Dormer, E. Greathead, 
G. Pirrie and others.—p. 407. 


Treatment of Giant Tuberculous Cavities. P. Ottosen, C. Popp, A. J. 
Beatty and W. W. Buckingham.—p. 420. 

*Familial Pulmonary Fibrosis. J. M. MacMillan.—p. 426. 

Medical Treatment of Abscess of Lungs. T. Saglam.—p. 437. 


Bronchoscopy in Bronchial Adenoma.—The authors report on 
36 patients, 25 women and 11 men, with a “carcinoid” type 
of bronchial adenoma, and on four patients, two women and two 
men, with a “cylindroma” type of bronchial adenoma. Of the 
first group of patients, 24 were treated by bronchoscopic re- 
moval and all but two whose status is not known are well. 
Lobectomy was performed in eight, of whom one died post- 
operatively and seven are well. Pneumonectomy was performed 
in three, of whom one died postoperatively and two are well. 
Biopsy alone was performed in one patient who was not fol- 
lowed. Bronchoscopic removal was also performed in the four 
patients with the cylindroma type of adenoma. Two of them 
died despite palliative bronchoscopic treatment, and two are 
asymptomatic although they still require treatment. Broncho- 
scopic removal is curative and constitutes efficacious preopera- 
tive or palliative treatment in bronchial adenoma. Broncho- 
scopy is also important in the diagnosis, visualization, and 
biopsy of these tumors. The main source of confusion with re- 
gard to bronchial adenoma is the histopathology. Subdivision 
into various types like carcinoid and cylindroma is useful. Each 
case of adenoma should be studied individually to select the 
particular method of treatment. Resection should not be per- 
formed automatically as is usually done for carcinoma. 


Familial Pulmonary Fibrosis—The term familial pulmonary 
fibrosis designates a new disease entity that may be a familial 
response to chronic pulmonary trauma of an infectious or inor- 
ganic nature manifested in bilateral symmetrical involvement. 
Three familial groups are discussed in whom a diagnosis of 
pulmonary tuberculosis was not justified on the basis of examina- 
tion and chest roentgenograms. Recent fibrosis was revealed in 
lung sections of the mother and daughter in the first group. 
The family history revealed that the mother’s father and two 
sisters supposedly had died of pulmonary tuberculosis. The sec- 
ond group included two women, identical twins, with interstitial 
fibrosis of the lungs. Chest roentgenograms were interpreted as 
showing bilateral infiltration suggestive of fibrosis in two sisters 
of the third familial group. In familial pulmonary fibrosis the 
constitutional factor seems to be of great importance. The age 
of occurrence is from 30 to 55 years, and once the disease has 
manifested itself clinically, it usually progresses to death. Clin- 
ical characteristics are dyspnea, orthopnea, chronic cough, and 
cyanosis associated with minimal lung findings. Cor pulmonale 
may be a terminal change rather than a part of the disease. 
It is still too early to make positive statements with regard to 
therapy; potassium iodine seems to exert a beneficial inhibiting 
effect. A history of familial pulmonary fibrosis and inquiry into 
the manner of death of members of the family may provide more 
accurate information than questions referring to the presumed 
diagnosis. 
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Gastroenterology, Baltimore 
19:1-190 (Sept.) 1951 


Abdominal Masses: I. Survey of Their Incidence and Clinical Significance. 
D. B. Butler and J. A. Bargen.—p. 1. 

Id.: Il. Diseases of Alimentary Tract: Carcinoma of Stomach, Carcinoma 
of Colon, and Lymphosarcoma of Alimentary Tract. D. B. Butler and 
J. A. Bargen.—p. 13. 

Id.: Ill. Diseases of Liver, Pancreas, and Spleen: Metastatic Tumors of 
Liver, Acute Cholecystitis, Obstruction of Common Bile Duct, Hepatic 
Cirrhosis, Tumors of Pancreas, and Banti’s Disease. D. B. Butler and 
J. A. Bargen.—p. 32. 

*Malignant Degeneration in Chronic Ulcerative Colitis. E. D. Kiefer, 
E. J. Eytinge and A. C. Johnson.—p. 51. 

*Treatment of Acute Ulcerative Colitis by Ileostomy and Simultaneous 
Colectomy. G. Crile Jr. and C. Y. Thomas Jr.—p. 58. 

Chloramphenicol (Chloromycetin) in Treatment of Viral Hepatitis. L. Hall 
and G. K. Wharton.—p. 69. 

Emphysema of Colon (Pneumatosis Cystoides Intestinalis): Case Report 
and Review of the British and American Literature. P. G. Creese. 


Simple Measure of Gastric Secretion in Man: Comparison of One Hour 
Basal Secretion, Histamine-Secretion and Twelve Hour Nocturnal 
Gastric Secretion. E. Levin, J. B. Kirsner and W. L. Palmer.—p. 8&8. 

Study of Significance of Reactive Hypoglycemia Following Gastrectomy. 
T. J. Butler.—p. 99. 

Massive Gastrointestinal Hemorrhage: Experimental Observations. A. 
Sachs, C. M. Wilhelmj, H. C. Struck and others.—p. 113. 

Cephalic Phase of Gastric Secretion Following Partial Gastrectomy. 
O. Noring.—p. 118. 

Pharmacological and Clinical Studies with Antispasmodics and Local 
Anesthetics on Upper Digestive Tract. G. P. Child.—p. 126. 


Malignant Degeneration in Ulcerative Colitis—Knowledge of 
the expected incidence of carcinoma of the large bowel in 
patients with chronic ulcerative colitis is important for selection 
of proper treatment. To determine this incidence the authors 
studied 214 patients who had undergone total or partial resection 
of colon and rectum for ulcerative colitis and an additional 12 
who came to autopsy. Another 458 patients were studied by 
sigmoidoscopy and roentgenography, but in these the diagnosis 
was considered incompletely verified because the colons were 
not available for pathologic examination. In the 226 verified 
cases there were 10 instances of cancer of colon or rectum, and 
in the 458 unverified cases 9 cancers occurred. The total num- 
ber of person-years of colitis was computed from the date of 
onset of the colitis until the date of death, operation, or exami- 
nation. Expected values were computed by comparing to the per- 
son-years the average annual incidence rates published for the 
State of New York for cancer of the colon, rectum, and recto- 
sigmoid. The results indicate that cancer was observed 66 times 
and 31 times more frequently than would be expected in the 
same age groups of the general population. It is concluded that 
chronic ulcerative colitis predisposes to cancer in younger per- 
sons, especially when the colitis has existed for 10 years or 
longer. 


Treatment of Acute Toxic Ulcerative Colitis.—In a series of 675 
cases of ulcerative colitis observed at the Cleveland Clinic there 
were only 31 cases with acute toxic manifestations. When the 
records of these patients were analyzed from two to nine years 
after their initial admission, it was found that 21, or about two- 
thirds had died. Eight of these deaths occurred in the 11 patients 
who had acute toxic ulcerative colitis of less than six months’ 
duration; the remaining 13 deaths occurred in the 20 patients 
with an acute exacerbation of chronic ulcerative colitis. Dividing 
the cases according to whether the patients had medical treatment 
only or medical treatment and ileostomy, it was found that 10 
of the 16 patients treated by ileostomy died as compared to 11 
of the 15 treated only by medical means. Only two of the four 
surviving medically treated patients are able to work, as com- 
pared to all of the five subjected to ileostomy and subsequent 
colectomy. Patients with acute toxic ulcerative colitis whose 
colons are not removed are not often able to resume their ac- 
tivities. Patients with acute toxic ulcerative colitis should not be 
subjected to the minimal operation of ileostomy, which may 
cause the least shock but also results in the least improvement, 
but to the maximum operation of subtotal colectomy, which 
causes prompt improvement. Patients with acute toxic ulcera- 
tive colitis die oftener as a result of their disease than as a 
result of operation. Even extensive operations are tolerated 
well if the disease is eradicated. The more seriously ill the 
patient the more urgent are the indications for simultaneous 
subtotal colectomy and ileostomy. 
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Geriatrics, Minneapolis 


6:277-346 (Sept.-Oct.) 1951. Partial Index 


Gastric Surgery in the Aged. W. E. Branch.—p. 277. 

X-Ray Study of Bowel Function in the Aged. L. Wechsler, L. A. Kessler 
and M. F. Goldsmith.—p. 293. 

Sexual Function in the Aging Male. W. R. Stokes.—p. 304. 

Studies in Atherosclerosis: VIII. Prophylaxis of Atherosclerosis Through 
Stabilization of Blood Cholesterol. O. J. Pollak.—p. 309. 

*Metrazol in Arteriosclerosis Associated with Senility. E. J. Chesrow, 
A. J. Giacobe and P. H. Wosika.—p. 319. 


Metrazol® in Arteriosclerosis Associated with Senility.—The 
care of aged patients with advanced arteriosclerosis, who often 
are not only bedridden but mentally confused, is difficult. Special 
diets, glucose, proteins, and various vitamins, as well as stimu- 
lants, such as caffeine and ephedrine, have been tried with little 
success. At the suggestion of Urse pentylenetetrazole (metrazol®) 
was used in such cases. The changes produced by this drug in 
the electroencephalogram are probably due to a combination 
of increased synaptic transmission and general analeptic effects. 
By stimulating the respiratory center, the drug was expected to 
improve pulmonary ventilation and circulation, and so help to 
overcome anoxia. It was expected to act as a general tonic 
by its analeptic effect and by increasing nerve impulse trans- 
mission. Thirty-two patients with advanced arteriosclerosis, many 
of whom were almost psychotic, were treated. Their ages ranged 
from 65 to 90, with an average of 74. Pentylenetetrazole was 
given orally for a minimum of 90 days. The average dose was 
1 or 2 tablets (0.1 to 0.2 gm.) four times a day, but doses up to 
3 and 4 tablets four times a day were used at times. Of the 32 
patients, 26 showed at least some improvement and 12 showed 
pronounced improvement. Fatigue and mental confusion were 
reduced to the extent that these patients were again able to 
enjoy life, while nursing care was made much simpler. There 
were almost no side-effects, except nausea and vomiting in a 
few patients who received large doses. Pentylenetetrazole (metra- 
zol*) seems an effective and safe analeptic of definite value in 
geriatric practice. 


Illinois Medical Journal, Chicago 
100:221-272 (Oct.) 1951 

*Treatment of Sub-Acute Bacterial Endocarditis with Massive Doses of 
Procaine Penicillin in Oil. M. M. Chertack, W. R. Best and F. K. Hick. 
—p. 228. 

Office Psychiatry. F. G. Norbury.—p. 232. 

Use of Anticoagulant Therapy in Medicine. N. B. Roberg.—p. 234. 

Lansing Poliomyelitis Virus Neutralizing Antibody Titers of Different 
Types of Human Serum. S. O. Levinson, A. Milzer and A. M. Wolf. 
—p. 238. 

Trends in Management of Appendicitis in Children. P. F. Fox.—p. 241. 

Retrolental Fibroplasia. M. L. Newman.—p. 245. 

*Clinical Results Obtained with Reichstein’s Compound. J. Peters.—p. 249. 

Superficial Fungus Infections—Direct Mount and Culture in Tinea Pedis. 
D. Cohen and M. Goldin.—p. 252. 

Mechanism and Treatment of Pulmonary Edema. A. A. Luisada.—p. 254. 

Tuberculosis X-Ray Survey as Medium for Early Diagnosis of Chest 
Malignancy. G. H. Gowen.—p. 257. 

Association of Masculinizing Tumor of Ovary and Pregnancy. W. R. 
Young.—p. 263. 

Tuberculous Appendicitis. T. M. Larkowski and A. R. Rosanova.—p. 265. 


Penicillin in Bacterial Endocarditis.—Chertack, Best, and Hick 
attempted to eliminate bacteriologic therapeutic failures and to 
minimize permanent damage to the valves in subacute bacterial 
endocarditis by intramuscular administration of 2 cc. (800,000 
units) of procaine penicillin in oil to five patients every two hours 
day and night for 30 days. The total dosage was 288,000,000 
units or 720 cc. Carinamide was also given in some cases and 
proved to be of value in elevating penicillin blood levels. Pa- 
tients were not restricted to bed rest. Slight allergic reactions 
in two cases were easily controlled. A bacteriologic cure was 
obtained in each case, but one patient died of acute myocardial 
infarction on the 18th day of treatment. 


Reichstein’s Compound.—Reichstein’s Compound S, which dif- 
fers from cortisone only in that it lacks the oxygen molecule at 
C-11, was used by Peters in treatment of lupus erythematosus 
disseminatus, chronic urticaria complicated by convulsions, 
psoriasis, and bronchial asthma that had not responded to the 
usual treatments. Initial results were good; appetite improved, 
strength returned, mental capacity and activity increased, and 


| 


Vol. 148, No. 2 


the patients had a sense of well-being. The laboratory findings 
showed either a decrease or a complete disappearance of cir- 
culatory eosinophils. The results in these cases indicate the re- 
lationship between the endocrine glands and the nervous system; 
further study of their interaction may result in a new concept 
of the meaning of disease and provide a different approach to its 
management. 


Journal of Applied Physiology, Washington, D. C. 
4:161-244 (Sept.) 1951 
Changes in Blood Pressure in Response to — Painful Stimuli. 
F. R. Goetzl, C. W. Bien and G. Lu.—p. 1 


Value of Intraoral Pressure as Measure of Oe Pressure. E. IL. 
Elisberg, H. Goldberg and G. L. Snider.—p. 171. 


Estimation of Cardiac Output by Dye Dilution Method with Ear Ox- 
imeter. E. F. Beard and E. H. Wood.—p. 177 


Effect of Light-Dark Ratio on Fusion Frequency of Flicker. P. Winchell 
and E. Simonson.—p. 188 

Influence of Analgesics, Dromoran, Nisentil and Morphine, on Pain 
Thresholds in Man. R. E. Lee and C. C. Pfeiffer.—p. 193 

Physiological Responses of Hands and Feet to Cold in Relation to Body 
Temperature. C. H. Wyndham and W. G. Wilson-Dickson.—-p. 199 

Evaporative Rate Patterns from Small Skin Areas as Measured by Infra- 
red Gas Analyzer. R. E. Albert and E. D. Palmes.—p. 208. 

Use of Audio-Amplifier as Means of Facilitating Work Output: Strength 
Development Through a Program of Progressive Resistance Exercise, 
A. S. Hoye.—p. 215. 


Effect in Normal Man of Hyperglycemia and Glycosuria on Excretion 
and Reabsorption of Phosphate. B. A. Levitan.—p. 224. 

Sources of Error in Plasma Creatinine Determination. H. D. Lauson, 
—p. 227. 


Journal Clin. Endocrinology, Springfield, Ill. 


11:1045-1214 (Oct.) 1951 


Use of Antithyroid Drugs During Pregnancy. E. B. Astwood.—p. 1045. 
*1-Methyl-2-Mercaptoimidazole: New Active Antithyroid Agent. E. C. 
Bartels and R. W. Sjogren.—p. 1057. 


Column Chromatography of Thyroid Gland Hydrolysates. I. N. Rosen- 
berg.—p. 1063. 

Effect of Thyrotropin on Release of Hormone from Human Thyroid. 
R. E. Goldsmith, J. B. Stanbury and G. L. Brownell.—p. 1079. 

Analysis of Techniques for Determination of Thyroid Function with 
Radioiodine. G. L. Brownell.—p. 1095. 

Effect of Thyroid-Stimulating Hormone in Acute Thyroiditis. J. Robbins, 
J. E. Rall, J. B. Trunnell and R. W. Rawson.—p. 1 


Radioiodine Studies in Thyroiditis. W. M. McConahey and F. 'R. Keating 
Jr.—p. 1116. 


Classification of Thyroiditis, with Special Reference to Use of Needle 
Biopsy. G. Crile Jr. and J. B. Hazard.—p. 1123. 

*Limitations and Indications in Treatment of Cancer of Thyroid with 
Radioactive Iodine. R. W. Rawson, J. E. Rall and W. Peacock. 
—p. 1128. 

Tracer Dose of Radioactive Iodine in Diagnosis of Thyroid Disease. 
L. Seed, B. Jaffé and C. Baumeister —p. 1143. 

Nodular Goiter and Malignant Lesions of Thyroid Gland. O. H. Beahrs, 
J. deJ. Pemberton and B. M. Black.—p. 1157. 

*Carcinoma of Thyroid Gland in Youth. R. C. Horn Jr. and I. S. Ravdin. 
—p. 1166. 


Recurrent and Persistent Hyperthyroidism. W. Bartlett Jr.—p. 1179. 
Study of Ankle Jerk in Myxedema. E. H. Lambert, L. O. Underdahl, 
S. Beckett and L. O. Mederos.—p. 1186 


New Antithyroid Agent.—Eighty-two patients with primary 
hyperthyroidism and 18 with hyperthyroidism due to an ade- 
nomatous goiter were treated with methimazole (“tapazole”). 
Of these 100 patients, 93 received methimazole in preparation 
for a subtotal thyroidectomy and 7 patients received it as main- 
tenance medical treatment. The doses used were 20 to 30 mg. 
for patients with primary hyperthyroidism and 30 to 40 mg. for 
patients with adenomatous goiters, the size of the goiter deter- 
mining the size of the dose. Of the 93 patients receiving the drug 
in preparation for thyroidectomy, 56 were treated for 40 to 70 
days, 23 for less than 40 days, and 14 for more than 70 days. 
All of the seven patients on maintenance treatment with me- 
thimazole in doses of 2.5 to 5 mg. per day for periods of 10 to 
17 months are now euthyroid. Clinically methimazole was ob- 
served to be 10 times as active as propylthiouracil. Of the 100 
patients, 6 had skin reactions to the drug, which in 3 patients 
necessitated discontinuation of the treatment; in the other 3 
treatment with methimazole was continued with reduction of 
the dose or addition of an antihistaminic drug. Myxedema oc- 
curred in two patients with primary hyperthyroidism. An ele- 
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vated plasma cholesterol level suggests presence of myxedema 
before symptoms are produced. The results obtained with 
methimazole in these patients indicate that it is an active anti- 
thyroid substance. The incidence of untoward reactions was 
higher than with propylthiouracil, but none of the reactions was 
serious and agranulocytosis was not observed. Since the com- 
pletion of the authors’ study, one patient was observed in whom 
severe granulocytopenia developed, indicating that methima- 
zole also has toxic potentialities. 


Treatment of Thyroid Cancer with Radioactive lodine.—Radio- 
iodine tracer studies on 146 patients with cancer of the thyroid 
indicated that it was desirable and possible to administer radio- 
active iodine therapeutically to 20. Objective improvement as 
evidenced by microscopic or roentgenographic evidence of tumor 
destruction was observed in 10. The major limitations to this 
treatment were as follows: (1) The relative to absolute lack of 
natural avidity for I'*! of almost all cancers of the thyroid and 
the natural variability in function of those tumors which do 
concentrate radioiodine; (2) the previous interference with the 
natural or induced avidity for radioiodine of certain tumors by 
the administration of iodine or iodine-containing drugs or by the 
administration of noncancericidal amounts of isotopic or roent- 
gen ray radiation; and (3) the damaging effects of radiation 
from radioiodine on normal and vital tissues such as the blood 
and blood-forming organs. In view of these limitations, the 
indications for the treatment of cancer of the thyroid with radio- 
active iodine were defined as follows: (1) that the tumor be 
not removable; (2) that the tumor be capable of concentrating 
enough radioactive iodine to exert a cancericidal effect; and (3) 
that the calculated total blood irradiation delivered by the pro- 
posed therapeutic dose of I'*! be within the range of safety, 
i. e., less than 500 roentgen equivalents physical. Every candi- 
date for treatment with large doses of I'*! should be subjected 
previously to tracer studies with daily determinations of the blood 
levels for at least 96 hours. It seems to be justifiable to subject 
all patients with distant metastases from cancer of the thyroid 
to removal of the normal thyroid and to prolonged treatment 
with thiouracil in:an attempt to bring them to a treatable stage 
with radioactive iodine. 


Carcinoma of the Thyroid Gland in Youth.—Of 3,328 patients 
with goiters who were admitted to the hospital of the University 
of Pennsylvania over a period of 17% years, 159 had carcinoma 
of the thyroid. Twenty-two (13.8%) of these 159 patients were 
less than 25. Of these 22 patients, 19 were observed during the 
last six years, as well as 43 patients in the same age group with 
other thyroid lesions (except toxic diffuse goiter) that can be 
treated surgically. Thus carcinoma of the thyroid gland is not 
rare in patients less than 25, and its incidence (30.6%) relative 
to the incidence of other surgical thyroid disease is extremely 
high as contrasted with that in adults. Of the 22 patients, 17 
had cervical lymph node metastases, and 13 initially complained 
of a lateral cervical mass that ultimately proved to be carci- 
noma of thyroid origin. This “lateral aberrant thyroid syndrome” 
presented clinical evidence of metastasis for years before a goiter 
was apparent. At times careful pathological examination of the 
thyroid gland may be necessary to disclose the primary tumor. 
Therefore, all lateral cervical nodes should be removed for 
pathological examination. The disease should be treated by 
thyroidectomy (hemithyroidectomy with removal of the isthmus 
in unilateral cases), neck dissection if there are palpably en- 
larged cervical lymph nodes, and postoperative roentgen ray 


‘therapy. Tracer studies with radioactive iodine should be made 


when the diagnosis of thyroid carcinoma is suspected. Even ex- 
tensively invasive tumors should be removed surgically, as com- 
pletely as possible, together with any remaining normal thyroid 
gland, to facilitate the subsequent use of radioactive iodine. 
Two of the authors’ patients responded well to treatment with 
I'81, one showing regression of extensive pulmonary metastases, 
Despite the frequent presence of metastases at the time of the 
first observation, thyroid cancer in youthful patients appears to 
be a relatively benign and slowly progressive disease. Even with 
extensive pulmonary metastasis the prognosis is by no means 
hopeless. 
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Journal of Experimental Medicine, New York 
94:269-358 (Oct.) 1951 


Studies on Host-Virus Interactions in Chick Embryo-Intluenza Virus 
System: IV. Role of Inhibitors of Hemagglutination in Evaluation of 
Viral Multiplication. O. C. Liu and W. Henle.—p. 269. 

Id.: V. Simultaneous Serial Passage of Agents of Influenza A and B in 
Relation to Variations in Growth Cycle of Influenza B Virus. O. C. 
Liu and W. Henle.—p. 291. 

Id.: VI. Evidence for Multiplicity Reactivation of Inactivated Virus. 
W. Henle and O. C. Liu.—p. 305. 

Persistence in Mice of Certain Foreign Proteins and Azoprotein Tracer- 
Antigens Derived from Them. P. D. McMaster and H. Kruse.—p. 323. 

Similarities in Mechanisms Determining Arthus and Shwartzman Phe- 
nomena. C. A. Stetson Jr.—p. 347. 


Journal-Lancet, Minneapolis 


71:349-412 (Sept.) 1951 

Concepts of Bone Grafting. G. M. Hart.—p. 351. 

Myxedema: Case Report. W. F. Nuessle.—p. 355. 

Recent Developments in Poliomyelitis. K. S$. Landauer.—p. 360. 
Delayed Healing in Pilonidal Cyst Wounds. B. J. Niemiro. —p. 364, 


J. Neuropathology & Exper. Neurology, Baltimore 
10:343-458 (Oct.) 1951 

Cerebellar Astrocytoma. N. Ringertz and H. Nordenstam.—p. 343. 

True Hamartoma of Hypothalamus Associated with Pubertas Praecox. 
R. B. Richter.—p. 368. 

Spinal Teratoma. D. Furtado and V. Marques.—p. 384. 

Production of Experimental Encephalomyelitis with Calcium Acetate 
Compound Extracted from Brain Tissue. A. Ferraro and L. Roizin. 

Virus as Primary Plasmacytogenic Agent in Brain Tissue. J. B. Hyde and 
B. Campbell.—p. 408. 

*Heterologous Transplantation of Tumors of Human Nervous System: 
Implantation in Eye of Guinea Pig. R. M. Kniseley and J. W. Kerno- 
han.—p. 416. 

Absence of Regeneration in Spinal Cord of Young Rat. I. Feigin, E. H. 
Geller and A. Wolf.—p. 420. 

Primary Massive Pontine Hemorrhage: Clinico-Pathological Study. A. W. 
Epstein.—p. 426. 


Heterologous Transplantation of Nervous System Tumors.— 
Many reports of heterologous transplantation of tumors into 
the anterior chamber of the guinea pig’s eye have been enthusi- 
astic, and some investigators believe the technique affords a 
biologic method for distinguishing benign and malignant neo- 
plasms. Others consider it unreliable. The authors decided to 
investigate the applicability of the method to gliomatous tumors. 
They transplanted fragments of 22 tumors of the human nervous 
system into the eyes of 128 guinea pigs. The transplanted frag- 
ments of two of the tumors grew actively; fragments of the re- 
mainder of the tumors showed no evidence of growth after 137 
to 293 days of observation so that the percentage of “takes” 
was disappointingly low. The authors feel that the technique may 
be useful in the research laboratory, but that at present it is not 
a practical adjunct to the diagnosis of tumors. 


Journal of Pediatrics, St. Louis 


39:267-396 (Sept.) 1951. Partial Index 

*Effect of Cortisone on Nutrition, L. J. Geppert, B. F. O'Hara and A. C. 
Peat.—p. 267. 

Antithrombin Titer in Cystic Fibrosis of Pancreas: Preliminary Report. 
I. Innerfield, A. Angrist and J. W. Benjamin.—p. 287. 

Herpes Simplex Encephalitis. D. R. Ginder and C. M. Whorton.—p. 298. 

Infectious Mononucleosis in Negro: Review of Literature with Report of 
Nine Cases. J. F. Harley.—p. 303. 

eee in First Two Months of Life. R. A. Furman and 

. R. Halloran.—p. 307. 

i of Ascorbic Acid Tablets to Enrich Milk for Infant Feeding. 
A. D. Holmes, C. P. Jones and F. Tripp.—p. 320. 

Study on Orange Juice, Orange Juice Concentrate, and Orange Peel 
Oil in Infants and Children: With Special Reference to Incidence of 
Dermatoiogic and Gastrointestinal Disturbances. C. L. Joslin and J. E. 
Bradley.—p. 325. 

Effect of Surgery on Growth of Patients with Patent Ductus Arteriosus. 
F. H. Adams and W. B. Forsyth.—p. 330. 

Formula Rooms for Newborn Infants in Lying-in Hospitals: Results of 
Municipal Educational Program to Modernize Preparation of Formulas; 
With Special Reference to Terminal Sterilization. H. M. Wallace, 
H. Abramson, M. A. Losty and others.—p. 337. 

*Periarteritis Nodosa in Infancy: Report of Case Following Allergic Re- 
actions to Penicillin. L. Adelson.—p. 346. 


Effect of Cortisone on Nutrition.—The relative roles of nitrogen 
retention and fluid retention in weight gain reported previously 
in patients treated with cortisone was studied in two boys, aged 
4 years, with juvenile rheumatoid arthritis and one boy, aged 
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11 years, with biliary cirrhosis, pancreatic fibrosis, and bron- 
chiectasis. Four studies of nitrogen, sodium, and potassium bal- 
ances were carried out during cortisone therapy in these patients. 
In two of these studies in the patients with rheumatoid arthritis 
the dietary intake was limited to 1,900 calories per 24 hours. 
In the other two studies one of the patients with rheumatoid 
arthritis and the patient with biliary cirrhosis were allowed to 
consume as much food as desired. From 48 to 72 hours after 
administration of cortisone was started the children showed a 
pronounced increase in appetite. If the diet was not restricted, 
their caloric intake was four or five times their basal require- 
ment. Although cortisone is antianabolic, this effect is neutral- 
ized by the increased intake of calories, nitrogen, and electrolytes 
when therapy is continued for 10 days or less. Under such cir- 
cumstances, approximately half the weight gain is due to nitro- 
gen retention and actual nutritional gain. Excessive weight gain 
and edema may be reduced by the use of a salt-free diet. If 
dietary intake is adequate, additional potassium is not required 
to prevent hypokalemia and potassium deficit, but it may facili- 
tate nitrogen assimilation. Adaptation of these principles and 
procedures to the treatment of nutritional failure was attempted. 
Infants who had no specific detectable organic reasons for growth 
failure were given corticotropin or cortisone for five-day periods. 
There was no demonstrable effect on the appetite of newborn 
infants. Several infants between 6 and 12 months of age did 
show increased appetite and sudden reversal of nutritional failure 
when corticotropin was given for short periods. 


Periarteritis Nodosa in Infancy.—In infants less than 1 year of 
age periarteritis nodosa is rare. Its occurrence in an infant boy 
aged four and one-half months was revealed at necropsy. The 
infant died suddenly 22 days after the onset of what appeared 
to have been an ordinary upper respiratory infection. During 
his terminal illness a variety of therapeutic agents were admin- 
istered, including penicillin by mouth on two occasions in total 
doses of 600,000 units and 500,000 units, respectively. Each 
time a skin eruption followed the administration of penicillin 
within 24 to 48 hours; a discrete, punctate, macular rash ap- 
peared on the face, ears, back, and legs after the first course of 
penicillin, while, after the second, a blotchy and erythematous 
rash was accompanied by typical urticaria. At gross postmortem 
examination the heart was found to be enlarged in all diameters 
and had multiple subendocardial petechiae on the anterior and 
posterior surfaces. All the major branches of both coronary 
arteries stood out prominently and had a conspicuously nodular 
“beaded” appearance. Microscopic examination of multiple sec- 
tions taken from all portions of the heart disclosed severe necro- 
tizing arteritis and arteriolitis characteristic of periarteritis 
nodosa. While it cannot be categorically stated that the sensi- 
tivity was due to penicillin, the history pointed toward a fairly 
definite allergic reaction as the major etiological factor. An 
individual constitutional difference in reactivity determines not 
only the possibility of sensitizaton but also the character of the 
reaction and the tissue in which it occurs. Administration of 
penicillin after symptoms of hypersensitivity have appeared may 
produce visceral damage of the periarteritis nodosa type and 
must be discontinued before irreversible changes occur. 


J. Pharmacology & Exper. Therap., Baltimore 


103:1-106 (Sept.) 1951. Partial Index 


Adrenergic Blocking Action of Some Dibenzazepine Derivatives. L. O. 
Randall and T. H. Smith.—p. 10. 

Effects of Narcotics and Convulsants on Tissue Glycolysis and Respira- 
tion. J. L. Webb and K. A. C. Elliott.—p. 24 

Nicotinolytic Drugs: I. Drugs Inhibiting Nicotine-Induced Tremors. R. L. 
Cahen and T. E. Lynes.—p. 44. 

Anticonvulsant Activity of a-Phenyl Succinimides. G. Chen, R. Portman, 
C. R. Ensor and A. C. Bratton Jr.—p. 54 

Significance of Carbonyl Group and Ether Oxygen in Reaction of Acetyl- 
choline with Receptor Substance. J. H. Welsh and R. Taub.—p. 62. 

Relative Hypotensive Activity of Certain Veratrum Alkaloids. G. L, 
Maison, E. Gotz and J. W. Stutzman.—p. 74. 

3-Hydroxy-2-Phenylcinchoninic Acid (HPC): Its Absorption, Excretion, 
and Its Effects on Certain Renal Functions and Enzyme Systems. K. H. 
Beyer, H. F. Russo, G. S. Schuchardt and others.—p. 79. 

Effect of Cortisone, Desoxycorticosterone, and Adrenocorticotrophic Hor- 
mone upon Responses of Animals to Analgesic Drugs. C. A. Winter 
and L. Flataker.—p. 93. 
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Journal of Thoracic Surgery, St. Louis 
22:219-328 (Sept.) 1951 


Changes in Urine and Serum Electrolytes and Plasma Volumes After 
Major Intrathoracic Operations. R. K. Finley Jr., J. Y. Templeton III, 
R. H. Holland and J. H. Gibbon Jr.—p. 219. 

Complications and Surgical Treatment of Hiatus Hernia and Short 
Esophagus. D. B. Effler and C. S. Ballinger.—p. 235. 

Formation of Temporary, External Esophageal Fistula Over T-Tube for 
Stenosing Esophagitis. P. Thorek.—p. 248 

Observations as io Etiology and Treatment of Achalasia of Esophagus. 
E. B. Kay.—p. 254. 

*Thoracoplasty Combined with Resection for Pulmonary Tuberculosis. 
W. S. Conklin, J. E. Tuhy and J, T. Grismer.—p. 271. 

Revision Thoracoplasty: Review of 27 Cases. W. O. Kelley and D. V. 
Pecora.—p. 295. 

Liposarcoma of Mediastinum: Report of Case with Associated Lipomas 
of Mediastinum and Subcutaneous Tissues. C. F. Storey and K. P. 
Knutson.—p. 300. 

Device for Producing Realistic Pulsation of Dead Heart. R. F. Butter- 
worth.—p. 316 

New Operating Cardioscope. R. F. Butterworth.—p. 319. 

Primary Lymphoma of Lung: Review of Literature, Report of One Case, 
and Addition of Eight Other Cases. W. C. Beck and J. C. Reganis. 
—p. 323 


Thoracoplasty and Resection for Pulmonary Tuberculosis.— 
Pulmonary resection and thoracoplasty were performed at the 
same operation on 38 tuberculous patients between 15 and 57. 
Most of the patients had far-advanced bilateral disease, and 
about two-thirds had had previous collapse therapy. In 6 of the 
38 pneumvenectomy was performed, in 29 an upper lobe was 
removed, and in 12 segmental resection was performed alone or 
in conjunction with lobectomy. There was one postoperative 
death among the 32 patients who had upper lobe resections and 
thoracoplasty and none among the 6 who had pneumonectomy 
and thoracoplasty. Bronchopleural fistula occurred after the sur- 
gical intervention in two patients. One patient had an early post- 
operative spread in the contralateral upper lobe, which responded 
promptly to antibiotic therapy; one had temporary atelectasis, 
and one who had had total pleurectomy and pneumonectomy 
had recurrent laryngeal nerve palsy on the left. Thus, as a rule, 
the combined operation seemed to be well tolerated and the 
incidence of postoperative complications was low. The follow-up 
period has not been long enough to permit conclusions about 
the long-term results. Early results were impressive, in that, of 
the 37 patients who survived, only 1 had positive sputum and 
this was attributed to preexisting contralateral disease. Thirty- 
six (95%) had negative sputum and permanent arrest of their 
disease seemed possible. On the basis of this limited experience 
with thoracoplasty performed in conjunction with resection and 
from the reports of others, the authors tentatively listed the 
following advantages of the combined procedure over separate 
operations: 1. A modified thoracotomy incision and less ex- 
tensive rib resection provide adequate exposure and a better 
functional result than the usual postresection thoracoplasty. 2. 
The chest wall can be accurately conformed to the remaining 
portion of the lung before it becomes distended and adherent. 
Subtotal resection, in preference to pneumonectomy, can be 
undertaken with more confidence. 3. The pleural dead space is 
promptly obliterated by thoracoplasty, decreasing the hazard of 
bronchopleural fistula and emphysema. 4. Elimination of one 
major procedure and its attendant risk is important to the patient 
and to the hospital, and patients who have had a resection and 
might refuse a second operation are assured the protection of 
thoracoplasty. 


New England Journal of Medicine, Boston 
245:441-474 (Sept. 20) 1951 


*Pulmonary Complications of Cardiospasm. A. S. Breakey, C. T, Dotter 
and I. Steinberg.—p. 441 

Carcinoma of Ovary: Clinical and Pathological Evaluation. F. C. 
Wheelock, R. H. Fennell Jr. and J. V. Meigs.—p. 447. 

*Incidence of Hypertension in Mitral Stenosis. M. D. Roseman and 
E. Wasserman.—p. 450. 

Premenstrual Tension: Its Relation to Abnormal Water Storage. W. 
Bickers and M. Woods.—p. 453. 

Blood Grouping, Blood Banking and Blood Lig 
L. Soutter, F. H. Allen Jr. and C. P. Emerson Jr.—p. 


Pulmonary Complications of Cardiospasm.—Cardiospasm com- 
plicated by pulmonary disease was studied in 63 patients, 17 
of whom are reported on for the first time. Of the 63 patients, 
27 were men, 35 were women, and the sex of 1 was unknown, 
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The average age of the patients at the time of the diagnosis was 
40.5 years. It is significant that 25 patients, i. e., more than one- 
third, complained initially of symptoms referable to the pul- 
monary complications of cardiospasm (cough, hemoptysis, fever, 
and chest pain) rather than of symptoms directly due to the 
esophageal disease. Thirty-eight patients complained initially of 
dysphagia, regurgitation, and vomiting, and 11 of these noted 
the simultaneous onset of symptoms caused by the cardiospasm 
and its pulmonary complications. Of the 63 patients, 8 died after 
protracted chronic illness and 1 died suddenly after massive 
aspiration of esophageal contents; necropsy revealed mega- 
esophagus in all of them. From available clinical, laboratory, 
and roentgenologic data it appears that most of the pulmonary 
complications of cardiospasm resulted from repeated aspiration 
of material from the dilated food-filled esophagus, especially at 
night, causing pneumonia, lung abscess, or even sudden asphyxia. 
These lesions will not respond permanently to therapy unless 
the fundamental lesion, the cardiospasm itself, is eliminated. 
Cardiospasm can be treated. Early diagnosis and definite therapy 
are desirable. The esophagus should always be examined when 
pneumonia, nonspecific pulmonary infiltration, lung abscess, or 
pulmonary lesions of obscure etiology occur. 


Hypertension in Mitral Stenosis.—The association of hyperten- 
sion and mitral stenosis was investigated in 517 patients with 
mitral stenosis, 185 males and 332 females of all age groups. 
Controls were 2,000 hospital patients of comparable age and 
sex distribution. Of the 517 patients, 103 (19.9%) had hyper- 
tension; of the controls, 581 (29.1%) had hypertension. Of the 
223 patients over 45 with mitral stenosis, elevated blood pres- 
sure was found in 71 (31.9%), and 43.4% of the controls in 
this age group had high blood pressure. Seventy (21.1%) of the 
332 females had hypertension; 29.9% of 1,004 female controls 
had hypertension. Fifty-four (39.7%) women over 45 had ele- 
vated blood pressure, as compared with 50.5% of the controls. 
Of 185 male patients of all ages, 33 (17.8%) had hypertension, 
while 28.2% of the male control group had hypertension. Seven- 
teen (19.5%) of 87 men over 45 had elevated blood pressure, 
compared with 37.5% of the controls. In general, these results 
corroborate those of Horns. The incidence of hypertension in 
patients with mitral stenosis, in all age groups and of both sexes, 
appears to be no greater than that of the general hospital popu- 
lation. This contradicts the general belief that hypertension is 
commoner in patients with mitral stenosis in the older age group, 
particularly in women. 


New Orleans Medical and Surgical Journal 


104:131-172 (Oct.) 1951 


P-92 Penicillin: New Penicillin Salt with Decrease in Reaction Rate. 
A. B. Longacre.—p. 131. 

Tuberculosis Treated with Antibiotics. C. R. Gowen and E. C. Edwards. 
—p. 136. 

Intravenous Administration of Dilute Pitocin in Obstetrics: Experience 
in 173 Cases. G. T. Schneider, J. H. Ferguson and H. K. Miller. 
—p. 139. 

*Mercurial Diuretics in Toxemia of Pregnancy: Preliminary Report. R. C. 
Smith, H. K. Miller and J. W. Hendrick.—p. 144. 

Free Feeding in Obstetrics. M. M. Miller.—p. 149. 

Accidental Hemorrhage in Third Trimester of Pregnancy. M. A. Schud- 
mak.—p. 154. 

The Headache Problem. B. P. Smith.—p. 157. 

Problem of the Dizzy Patient. M. L. Lewis Jr.—p. 161. 


Mercurial Diuretics in Toxemia of Pregnancy.—Since the prog- 
nosis in severe preeclampsia and eclampsia is better for patients 
who have a good urinary output, Smith and associates decided to 
use the mercurial diuretic, mersalyl, to control edema. Patients 
with sudden, excessive weight gain with pitting edema of the 
lower extremities were thought to need diuretic treatment. The 
authors hospitalize all patients with toxemia whose condition 
does not seem controllable in the outpatient clinics, including 
many who do not cooperate on a salt-poor diet. The laboratory 
examinations include daily urine albumin determinations, elec- 
trocardiograms, and blood chemistry and kidney function tests. 
Patients are on complete bed rest during this time. After this 
work-up is completed and a base line is reached, the patients are 
given 2 cc. of mersalyl, usually by intramuscular injection. Of the 
41 patients with toxemia of pregnancy who were treated with 
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mercurial diuretic, 29 received mersalyl on one or two occasions 
along with bed rest, a salt-free diet, and sedation. Twelve pa- 
tients also received hypertonic glucose solution and ammonium 
chloride. The average weight loss in the former group was 7.1 Ib. 
(3.2 kg.), while in the latter group it was 8.3 Ib. (3.8 kg.). No toxic 
reactions occurred. On two occasions amniotic fluid obtained 24 
hours following administration of mersalyl contained no mer- 
cury. The authors feel that no definite conclusions can be based 
on this study, but the results justify further use of mercurial 
diuretics in toxemia of pregnancy. 


New York State Journal of Medicine, New York 


§1:2055-2182 (Sept. 15) 1951 
Problem of Gastric Cancer. A. F. R. Andresen.—p. 2115. 
Primary Cancer of Liver. R. R. Heffner and R. C. Swingle.—p. 2123. 


Present Trends in Treatment of Ulcerative Colitis. B. B. Crohn and 
H. Yarnis.—p. 2129. 


Surgery in Ulcerative Colitis. H. A. Patterson —p. 2135. 

Silent Carcinoma of Cecum. S. J. Stabins and J. A. Dixon.—p. 2140. 

Place of Banthine in Treatment of Duodenal Ulcer. H. L. Segal, H. A. 
Friedman and J. S. Watson Jr.—p. 2147. 

Postdysenteric Syndrome. S. M. Fierst and A. Werner.—p. 2152. 

Clinical Value of Duodenal Drainage in Diagnosis of Carcinoma of 
Biliary Tract and Pancreas. H. M. Lemon.—p. 2155. 

Evaluation of Teropterin Therapy in Metastatic Neoplasms. S. Weintraub, 
1. Arons, L. T. Wright and others.—p. 2159. 


Ohio State Medical Journal, Columbus 


47:897-980 (Oct.) 1951 
Medical Supervision of Boxing. L. B. Chenoweth.—p. 913. 
Acute Nonspecific Pericarditis: Report of Case Treated with ACTH 
(Adrenocorticotrophic Hormone). N. J. Kursban and A. Iglauer. 
—p. 915. 


A Case with Unusually High Cold Hemagglutinin Titer. F. Shaft and 
R. I. Fried.—p. 919. 


Case Report: Remission in Chronic Schizophrenic Iliness After Treatment 
with Cortisone. J. B. Cohn and D. Harris.—p. 922. 

Anatomical Distribution of Pancreatic Fat Necrosis: Report of Case with 
Unusual Dissemination. R. S. Wilson.—p. 925. ' 


Carcinoma of Gallbladder—Analysis of Cases. F. N.'Suma and R. D. 
Williams.—p. 927. 


Manipulation of Lumbosacral Joint. E. H. Schweitzer.—p. 930. 


Proc. Staff Meet. Mayo Clinic, Rochester, Minn. 
26:361-376 (Sept. 26) 1951 


*Clinical Effects of Cortisone Administered Orally to Patients with Rheu- 
matoid Arthritis, L. E. Ward, C. H. Slocumb, H. F. Polley and others. 
—p. 361. 


Interrelationships Between Enzymes and Hormones: VI. Influence of Age, 
Sex, Adrenalectomy, and Cortisone Acetate upon Concentration of 
Monamine Oxidase in Livers of White Rats. J. S. Schweppe, A. E. 
Zeller and G. M. Higgins.—p. 371. 


Oral Administration of Cortisone in Rheumatoid Arthritis.— 
The oral administration of cortisone either in the form of tablets 
or in a saline suspension produced an effective antirheumatic 
response in 99 of 100 patients studied. Equally good results were 
obtained with the tablets and the suspension. Of the 100 patients, 
27 were given cortisone, first intramuscularly and then orally, 72 
were given cortisone only by mouth, and one was given corti- 
sone first by mouth and then, when no antirheumatic effect was 
obtained, by intramuscular injection. The required oral dose of 
cortisone was approximately the same or only sligthly larger 
(a sixth to a fourth) than the intramuscular dose in most cases. 
Because of the prompt but short action of cortisone given orally, 
the daily dose was given in three or four parts at appropriate 
intervals. Resuits of this study emphasize the importance of 
regulating the dosage to meet each patient’s need. Similar side- 
effects resulted from oral and intramuscular administration of 
cortisone. In only two patients did gastrointestinal irritation 
follow oral administration of tablets of cortisone. Use of cor- 
tisone was discontinued in 11 cases to see how much improve- 
ment would be maintained. Relapses began to occur within 10 
to 60 hours after withdrawal of cortisone in 9 of these 11 cases. 
Remissions in the other two cases are now of 2 months’ and 
10 months’ duration, respectively. The oral administration of 
cortisone in doses just small enough to prevent development 
of significant side-effects appears to be useful for long-term man- 
agement in many cases of rheumatoid arthritis. 


J.A.M.A., Jan. 12, 1952 


South Carolina Medical Assn. Journal, Florence 
47:317-358 (Sept.) 1951 


Present Concepts Concerning Etiology and Therapy of Urinary Lithiasis. 
L. F. Greere.—p. 


Present Status of Thyroid Surgery and Indications for It. W. H. Prio- 
leau.—p. 321. 


Serum Neuritis Following Use < + sepa Serum. J. I. Waring.—p. 323. 

Athletic Injuries. W. Cook.—p. 

Carcinoma of Stomach: Clinical Sint. H. W. Mayo Jr.—p. 326. 
47:359-392 (Oct.) 1951 


Importance of Sympiomless Intrathoracic Lesions. P. W. Sanger.—p. 359, 

*Reading Difficulty in Children. J. W. Jervey.—p. 363. 

Cavernous Hemangioma: Report of Unusual Case. L. B. Keels and W. 
M. Lemmon.—p. 365. 


Carcinoma of Colon and Rectum: Clinical Study. R. B. Leonard and 
H. W. Mayo Jr.—p. 368. 

Reading Difficulty.—Of 2,000,000 new pupils each year in the 
United States, nearly 300,000 fail for lack of reading skill. More 
boys than girls have difficulty and it may occur in pupils with 
a high intelligence quotient. Three times as many cases of 
dyslexia have resulted when flash methods of teaching have been 
used alone as when phonetic instruction has been employed. 
The more rapid techniques are excellent for most children, but 
some must learn by more dependable means. It has been shown 
that beginners do better when they can name and write capital 
and small letters. Too much emphasis on speed may create a 
subconscious sense of defeat and conflict, and can produce in- 
ability to read. The most experienced, most intelligent, and 
highest paid teachers should teach in the primary grades, rather 
than those with least experience, as is now the practice. Emo- 
tional problems may be a factor in dyslexia, but many problem 
children have improved in behavior when reading difficulty has 
been cured. Dyslexia appears to be commoner in persons with 
mixed cerebral dominance, that is, in persons who are lefthanded 
with a dominant right eye or vice versa. In these cases confusion 
can be demonstrated clinically. The ophthalmologist is con- 
sulted because it is assumed that eye disturbances are factors 
in dyslexia, but phorias occur with equal frequency in good and 
poor readers. There is a possible relation between dyslexia and 
a low amplitude of fusion or a weak power of convergence. 
The author states that all children cannot be taught by so-called 
“progressive methods.” When difficulty is incipient or well estab- 
lished, teaching must begin with the most elementary work re- 
gardless of the school grade, including fundamentals of syllable 
formation, word structure and analysis, phonetics, and spelling. 
Kinesthetic methods such as tracing, sand writing, and typing 
are of value. 


Surgery, St. Louis 
30:597-762 (Oct.) 1951 
*Partial Gastrectomy for Ulcer and Postoperative Complications. K. 
Nicolaysen and B. Fretheim.—p. 597. 
*Diverticulitis of Coion and Its Surgical Management. J. W. Neal Jr. 
606. 


Bacteriologic Study of Human Liver. C. Romieu and A. Brunschwig. 

—p. 621. 

Effects of Ligation of Hepatic Artery in Dogs. D. Fraser, A. M. Rappa- 
port, C. A. Vuylsteke and A. R. Colwell Jr.—p. 624. 

Partial Hepatectomy in the Dog: Experimental Study. M. S. DeWeese 
and C. Lewis Jr.—p. 642. 

Aureomycin in Experimental Acute Pancreatitis of Dogs. L. Persky, F. B. 
Schweinburg, S. Jacob and J. Fine.—p. 652. 

Carcinoid Tumors of Appendix: Review of 26 Cases. G. N. Weiss and 
A. J. Hertzog.—p. 657. 

Lateral Supratentorial Approach to Cerebellopontine Angle for Acoustic 
Nerve Tumor: Preliminary Report. A. Ecker.—p. 661. 

Mulitiple Rib Fractures: Indication for Tracheotomy. M. H. Williams. 

664. 


—Pp. 
Mixed Tumors of a Criteria for Diagnosis. L. G. Khedroo and P. 
A. Casella.—p. 


Experimental "le Surgery with Extracorporeal Circulation. W, 
T. Mustard and A. L. Chute.—p. 684. 

Atrophy of Sarcoma in Rats Followed by Tumor Immunity: Surgical 
Method for Development of Tumor Immunity in Rats. M. R. Lewis, 
D. B. Maxwell and P. M. Aptekman.—p. 689. 

Partial Gastrectomy for Ulcer.—This is a study of 280 patients 

with gastroduodenal ulcer in whom partial gastrectomy was 

performed between 1946 and 1949, including 65 patients with 
gastric ulcer, 8 with ulcer of the stomach and duodenum, and 

207 with duodenal ulcer. Not included were those operated on 

for perforating ulcer, those with bleeding ulcers operated upon 

as an emergency measure, those with marginal ulcer, 11 cases 
in which only gastrojejunostomy was performed, and 2 cases 
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in which only vagus resection was done. The criteria for the 
operative treatment were drawn up in cooperation with the medi- 
cal department where follow-up examinations were made on the 
patients treated medically. It was found that 22% of patients 
with gastric ulcer and only 10% of patients with duodenal ulcer 
had not had recurrence. The rate of cure after medical treat- 
ment was much poorer for patients with ulcer symptoms of 
more than five years’ duration than for those with symptoms 
of less than five years’ duration. Of the former, 14% with gastric 
ulcer and 7.6% with duodenal ulcer did not have recurrence. 
Therefore the authors recommend surgical treatment for all 
patients with ulcer symptoms of more than five years’ duration 
and for some patients with ulcer symptoms of less than five 
years’ duration. The authors discuss the surgical technique with 
particular attention to postoperative complications. The mor- 
tality rate was 0.35%, and postoperative complications occurred 
in 30%. The most important complications were postoperative 
hemorrhage, gastric retention, rupture of the incision, and res- 
piratory infections. The marked improvement in results in recent 
years is due not only to more effective treatment of infections 
(with sulfonamides and penicillin), but probably primarily to 
general measures used in preoperative and postoperative treat- 
ment. The improvement also results from use of partial gas- 
trectomy rather than exclusion by Finsterer’s method in cases 
of duodenal ulcer difficult to remove. 


Colon Diverticulitis—Neal reviews the literature and gives his 
own observations on diverticulitis of the colon. The etiology 
is unknown, but the most plausible explanation is an inherent 
weakness of the muscular walls and increased intracolonic pres- 
sure. Various symptoms are produced by diverticulitis, depend- 
ing on the location in the colon and the degree and extent of 
the inflammatory process. Diagnosis of diverticulitis depends 
on demonstration of the diverticula on roentgenograms. At times 
preoperative diagnosis is impossible, especially with cecal in- 
volvement. The author discusses six surgically treated patients, 
including one with solitary cecal diverticulitis. As a rule, surgi- 
cal treatment should be reserved for the complications of di- 
verticulitis, including acute perforation, abscess, obstruction, 
fistula formation, coexisting carcinoma, and inability to differ- 
entiate diverticulitis and carcinoma. It has been estimated that 
complications requiring surgery occur in from 15 to 20% of 
cases. Bowel resection should not be undertaken in the presence 
of an active inflammatory process. When there is complete ob- 
struction or fistula formation, a colostomy should be performed, 
preferably in the transverse colon proximal to the lesion. After 
an optimum waiting period of one year, the opening may be 
closed or the involved segment resected, depending on the con- 
dition of the bowel. When carcinoma cannot be ruled out, radical 
resection is indicated. 


U. S. Armed Forces Med. J., Washington, D. C. 


2:1269-1422 (Sept.) 1951. Partial Index 


Field Use of Methadone and Levo-Iso-Methadone in Combat Zone 
(Hamhung-Hungnam, North Korea). H. K. Beecher, P. A. Deffer, 
F. E. Fink and D. B. Sullivan.—p. 1269. 

Thoracic Injuries in World War II: II. Therapy in Reconstructive Phase. 
J. P. O’Connor.—p. 1277. 

Saline Solution in Treatment of Injuries with Shock. D. W. Richards Jr. 
—p. 1289. 

Effect of Rapid and Prolonged Rewarming on Local Cold Injury. J. 
Pichotka and R. B. Lewis.—p. 1293. 

Epidemic Typhus Vaccine: Antibody Response to Single Dose Among 
Persons Previously Vaccinated. R. L. Gauld and K. Goodner.—p. 1311. 

Medical Problems of Underwater Demolition Team. C. L. Waite. 
—p. 1317. 

Needle Biopsy of Liver. O. A. Wurl and J. H. Moyer.—p. 1327. 

*Narcotic Addiction: Management of Withdrawal Symptoms with Corti- 

_ sone. W. H. Boswell.—p. 1347. 

Treatment of Malignancy of Testes. J. C. Kimbrough and W. H. Morse. 
—p. 1353. 

Histamine as Factor in Dental Inflammation. M. W. Ogle and R. B. 
Lydic.—p. 1357. 

Management of Abortion. W. S. Baker Jr.—p. 1363. 

Betel Nut Chewer’s Cancer. R. W. Mendelson.—p. 1371. 

Foreign Bodies in Lip. J. P. Echternach.—p. 1377. 

Volunteer Blood Donor Program. J. A. Mikuluk.—p. 1379. 

Coarctation of Aorta. J. H. Forsee, H. W. Swan II, E. M. Goyette and 
H. P, Makel.—p. 1385. 


Cortisone for Withdrawal Symptoms in Narcotic Addiction.— 
The case reported was a 27-year-old medical officer with five 
months’ service in Korea. He admitted taking an average of 60 
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cc. of meperidine (demerol®) hydrochloride and 1 gm. of mor- 
phine daily. This was self-administered intravenously, usually 
6 times daily with ten 16 mg. morphine tablets dissolved in 10 
cc. of meperidine solution. Within 24 hours after admission 
moderate gastric cramps developed and the patient vomited. 
Within the next two hours abdominal pain increased, and several 
fluid bowel movements occurred. The patient began to be appre- 
hensive, weak, and broke out in a cold sweat. The pulse rate 
increased, and the blood pressure fell. To establish a definite 
diagnosis, 10 cc. of meperidine solution was given intravenously 
following which there was complete relief of symptoms. Then 
the patient slept for five hours. During the next 12 hours he was 
given two further injections of meperidine solution, and, at 11 
a.m. on Feb. 19, that is, 18 hours after the onset of symptoms, 
oral administration of cortisone acetate was started. The patient 
was given (1) 100 mg. of cortisone and 0.5 mg. of potassium 
chloride every six hours for four doses; (2) 50 mg. of cortisone 
and 0.5 mg. of potassium chloride every six hours for three 
days; and (3) 25 mg. of cortisone and 0.5 mg. of potassium 
chloride every six hours for one day. About one hour after the 
first dose of cortisone was given there was evidence of early 
shock and 16 mg. of morphine was given hypodermically. Again 
at 3 p. m. shock was imminent, and the morphine injection was 
repeated. By 10 p. m. the general condition had improved. The 
patient was able to take food and fluid. By noon on Feb. 20 
he was completely asymptomatic. His appetite increased, and 
on the third, fourth, and fifth days of treatment he ate an average 
of four rations at each of the regular meals, extra milk between 
meals, and a midnight ration. During these three days he con- 
sumed 36 bars of candy, and his fluid intake was greatly in- 
creased. He was mildly euphoric. Although physically tired, he 
was mentally alert. For the entire period of treatment and for 
two days following he was unable to sleep. The night after treat- 
ment was terminated, he slept for two hours; this amount in- 
creased several hours a night until by the fifth night after 
treatment was terminated he was sleeping seven or eight hours 
nightly. During the 10 days of post-treatment observation there 
was no mental depression or malaise and his appetite remained 
good. During the 15 days of hospitalization he gained 15 Ib. (6.8 
kg.). Two weeks later, he had continued to gain weight and his 
mental outlook was improved. 


Virginia Medical Monthly, Richmond 


78:525-580 (Oct.) 1951 


Chronic Lung Failure. J. L. Guerrant.—p. 527. 

Evaluation of the Cardiac Patient. A. D. Williams.—p. 535. 

Evaluation of Certain New Therapeutic Measures in Management of 
Rheumatoid Arthritis. W. L. Wingfield, E. C. Toone Jr., J. P. Wil- 
liams and E. Becker.—p. 539. 

Urological Problems in Infants and Children. P. Hogg, C. W. Beaven 
and A. A. Creecy.—p. 546. 

Spinal Fusion in Treatment of Low Back Pain-—-Some Clinical Observa- 
tions. R. D. Butterworth.—p. 551. 

Pulmonary Tuberculosis and the Doctor in Practice. C. LaFratta. 
—p. 554, 


Wisconsin Medical Journal, Madison 
50:840-972 (Sept.) 1951 


Clinical Study of Anticoagulant Properties of Treburon. J. S. Hirsch- 
boeck, F. W. Madison, J. J. Gilliberti and A. V. Pisciotta.—p. 863. 
Unusual Aortic Arch Nonluetic Aneurysm: Surgical Treatment. W. 
Weisel, W. A. Huttner and I. H. Becker.—p. 866. 

Infectious Mononucleosis: Symptomatology and Complications. L. P. 
Wolf and J. D. Fine.—p. 869. 

Treatment of Certain Allergic Syndromés with Parenteral Diphen- 
hydramine Hydrochloride (Benadryl). W. H. Lipman.—p. 873. 

Cataract Surgery in Pakistan. J. K. Trumbo.—p. 877. 


50:973-1064 (Oct.) 1951 


New Psychiatric Concepts and Their Application. L. A. Osborn.—p. 994. 

Association of Varicose Veins with Industry. H. O. McPheeters.—p. 997. 

Juvenile Cirrhosis of Liver in Three Members of the Same Family. J. A. 
Schindler and L. G. Kindschi.—p. 1004. 

Prophylactic Appendectomy During Cholecystectomy: Review of 247 
Cases, T. Taniguchi and F. A. Stratton.—p. 1009. 
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Acta Endocrinologica Iberica, Porto 
1:145-208 (May-June) 1951. Partial Index 


*Epinephrine Eosinopenia in Various Diseases. E. A. Laviada.—p. 145. 


Epinephrine Eosinopenia.—Twenty-five patients with different 
diseases were tested for eosinopenia following epinephrine ad- 
ministration. The decrease of circulating eosinophils was small 
in three patients with pluriglandular disease of hypophysial 
origin. A contrary reaction, with a 60% increase in eosinophils, 
occurred in an acromegalic patient. The eosinopenic index was 
lower than 50% in six patients with Addison’s disease, in two 
of whom the disease was clinically compensated. It was above 
70% in two of four patients with rheumatoid arthritis and below 
50% in the cther two. There was no relation between the results 
of the test and the acuteness of arthritis. In 10 patients with 
cardiovascular or bronchopulmonary diseases or infections, the 
test results depended on the general health of the patient. The 
average decrease in eosinophils was 56% in patients in good 
health and 35% in those in poor health. The test is of value in 
the differentiation of Simmonds’ cachexia and anorexia nervosa 
and of prognostic value in acute and chronic infections. 


Archives of Disease in Childhood, London 


26:279-362 (Aug.) 1951. Partial Index 


Osteochondrodystrophia Deformans (Morquio Brailsford Disease). N. 
Feldman and M. E  Davenport.—p. 279. 

Congenital Myasthenia Gravis. R. I. Mackay.—p. 289. 

Functional Intestinal Obstruction in the Newborn. I, Forshall, P. P. 
Rickham and . B. Mossman.—p. 294. 

Congenital Mitral Stenosis. J. L. Emery and R. S. Illingworth.—p. 304. 

Sarcoma of Heart in a Child. E. G. G. Roberts and R. M. E. Seal. 

O8 


—p. 

Q-T Interval in Rheumatic Fever. J. N. Briggs and S. A. Doxiadis. 
—p. 311. 

Serial Electrocardiograms in Rheumatic Fever. B. Gans.—p. 315. 

Electrica! Conductivity and Chloride Content of Women’s Milk. W. O. 
Kermack and R. A. Miller.—p. 320. 

Phaeochromocytomata in Children. D. Hubble.—p. 340. 

Familial Renal Insufficiency. N. §. Clark.—p. 351. 

Unilateral Renal Vein Thrombosis Treated by Nephrectomy and Post- 
Operative Heparin. E. W. Parry.—p. 358. 


Archives des Maladies du Coeur, Paris 
44:673-768 (Aug.) 1951. Partial Index 


Results of Surgical Treatment of Coronaritis. M. Fauteux.—p. 673. 

*Involvement of Tricuspid Valve in Course of Mitral Stenosis. P. Soulié, 
Y. Bouvrain and J. Di Matteo.—p. 687. 

Auriculo-Ventricular Synchronization and Syndrome of Wolff-Parkinson- 
White. M. Segers.—p. 712. 

Paroxysmal Tachycardia and Allergic Factors. M. Vastesaeger, J. F. 
Merlen and A. E. Hustin.—p. 721. 

*Procaine Amide in Treatment of Paroxysmal Ventricular Tachycardia and 
Other Cardiac Arrhythmias. F. Siguier, J. J. Welti, Guedeney and 
Sebaoun.—p. 736. 


Involvement of Tricuspid Valve in Mitral Stenosis.—In patients 
with mitral stenosis the tricuspid valve is often involved simul- 
taneously. However, since tricuspid valve lesions seldom pro- 
duce murmurs, the clinical diagnosis is difficult. The authors 
found this involvement at autopsy in 26 of 70 patients with 
mitral stenosis. The tricuspid valve showed manifest stenosis in 
seven patients, diffuse valvulitis without stenosis in three, dis- 
crete lesions of the valve leaflets in six, lesions of the chordae 
tendinae without lesions of the valves in four, and dilatation of 
ihe orifice without lesions of the valves in six. A diagnosis of 
functional tricuspid insufficiency was made in the last six cases. 
The most valuable diagnostic sign of tricuspid insufficiency is 
an enlarged liver that pulsates synchronously with ventricular 
systole. This can be demonstrated by electrokymography, kine- 
densography, and roentgen-electrokymography. These methods 
also permit demonstration of right auricular systolic regurgita- 
tion. Other clinical manifestations to be noted are the contrast 
between the clearness of the pulmonary fields on roentgenologic 
examination and the enlarged heart, enlarged liver, and pe- 
ripheral edema. The differentiation of organic and functional 
tricuspid involvement is difficult. The diagnosis of tricuspid sten- 
osis is suggested by the relatively rare occurrence of paroxysmal 
pulmonary edema and by the predominance of hepatic involve- 
ment, including the enlarged and pulsating liver. 


J.A.M.A., Jan, 12, 1952 


Procaine Amide in Ventricular Tachycardia.—Procaine amide 
seems at present the best treatment of paroxysmal ventricular 
tachycardia. Slow intravenous injection of this drug usually 
makes possible the arrest of a prolonged crisis, without pro- 
voking serious complications. Oral administration makes it pos- 
sible to avoid new crises and to terminate recurrent paroxysms. 
Although procaine amide is effective in the prevention and treat- 
ment of ventricular extrasystoles, it is less effective in auricular 
or nodal hyperexcitability. 


Arch. Urug. Med., Cir. y. Espec., Montevideo 
38:229-350 (April) 1951. Partial Index 


*Syringe-Transmitted Virus Hepatitis in Uruguay: Prevention. B. Varela 
Fuentes, C. Gomez del Vaile and G. Martinez Prado.—p. 229. 


Virus Hepatitis by Inoculation.—Sixty-six cases of syringe- 
transmitted virus hepatitis are reported. The disease was acute 
in eight cases, and two patients died. The frequency of syringe- 
transmitted hepatitis in Uruguay necessitates establishment of 
efficient preventive measures. Both the A and the B viruses sur- 
vive boiling for 15 minutes; they survive for a few months in 
certain antiseptics and for many years in dried plasma. Boiling 
needles and syringes after they have been used on carriers of 
A or B virus or patients with asymptomatic and nonicteric forms 
of hepatitis does not protect the subsequent user against syringe- 
transmitted hepatitis. To prevent transmission of the virus the 
following measures are advisable: 1. Private patients should 
have their own syringes and needles, which in these cases can 
be boiled for sterilization. 2. In hospitals, clinics, sanatoriums, 
and laboratories for clinical analyses, “pyrex” syringes should 
be used. They should be dried and held over a Bunsen micro- 
burner so that the flame enters the syringe and touches all sur- 
faces. 3. Platinum needles or needles of an inexpensive material 
that can stand direct exposure to a flame for sterilization should 
be used. The following measure should be observed in trans- 
fusion departments and routinely in blood banks: 1. Blood 
serum and plasma should be subjected to ultraviolet irradiation 
at 2,650 A. units for one hour. 2. Persons with a proved or 
doubtful clinical history of jaundice should be rejected as donors. 
3. Apparently acceptable donors should have a urine examina- 
tion for bilirubin and urobilin. If the urine is normal, a blood 
sample should be studied for direct bilirubinemia, and cephalin- 
cholesterol flocculation and thymol turbidity tests should be 
made. Positive results of these tests suggest that the person is 
in the preclinical phase of hepatitis or in the incubation period 
of a virus infection, and should be rejected as a donor. 


British Journal of Radiology, London 
24:469-524 (Sept.) 1951. Partial Index 


SYMPOSIUM ON THE RETICULOSES 
Comments on Pathology of Reticuloses. W. St. C. Symmers.—p. 469. 
Clinical Aspects of Reticuloses. R. B. Scott.—p. 475. 
Radiological Diagnosis of Reticuloses. F. C. Golding.—p. 478. 
Treatment of Reticulosis by X-Rays. W. M. Levitt.—p. 485. 
Cutaneous Manifestations of Reticuloses. B. Russell.—p. 498. 
Nitrogen Mustard Therapy in Reticuloses. J. D. N. Nabarro.—p. 507. 


British Medical Journal, London 
2:747-806 (Sept. 29) 1951 


Practical Aspects of Radioactive Isotopes in Relation to Medical Treat- 
ment. J. S. Mitchell.—p. 747. 

Theoretical Aspects of Isotopes in Relation to Medicine. A. Wormall. 
—p. 757. 

Some Observations on Endogenous Cortisone Excretion in Man. C. L. 
Cope, X. Boysen and S. McCrae.—p. 762. 

Trials of Oral Streptomycin for Infants with Non-Specific Gastroenteritis: 
I. Trial at the City Hospital, Edinburgh. G. M. Lowdon and M. M. 
McNeill.—p. 767. 

Id.: Il. Trials at the Queen Elizabeth Hospital, Hackney. W. F. Young, 
G. Smith, A. Russell and B. McNicholi.—p. 770. 

Chemical Tests for Blood in Urine. H. Caplan and G. Discombe.—p. 774, 

Glandular Fever with Neurological Complications. J. S. Crowther. 

75 


—p. 775. 
*Tenosynovitis of Wrist. M. Ellis.—p. 777. 


Tenosynovitis of Wrist.—Examination of 44 cases of tenosyno- 
vitis of the wrist convinced Ellis that the anatomic description 
given in most textbooks is in error. He found that a sausage- 
shaped swelling was present on the radial side of the lower part 
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of the dorsal surface of the forearm but never extended 
distally more than about 2 in. (S cm.) from the lower articular 
margin of the radius. Thus, even allowing for a tendon sheath 
extending around the muscle bellies, the swelling seemed to be 
too high in the forearm to have any connection with the ex- 
tensors and long abductor of the thumb. Dissections convinced 
Ellis that tenosynovitis is a lesion of the sheath of the tendons 
of the extensor carpi radialis muscles rather than a lesion of 
the muscles of the thumb. The disease is said to be due to a 
strain or excessive use of muscles. The tenosynovitis in the re- 
ported cases resulted from direct trauma by a blow on the ten- 
don sheath in 13 of the cases, from indirect trauma associated 
with isolated excessive muscular action in 9 cases, and un- 
accustomed movements of the wrist in 19 cases; no definite cause 
could be ascertained in 3 cases. The patient usually complains 
of pain at the back of the wrist or lower forearm and sometimes 
of weakness of the grip. The sausage-shaped swelling may be 
hot and tender to the touch, particularly when the tenosynovitis 
follows sudden trauma, and crepitus is always noted with move- 
ments of the wrist. Treatment in the form of immobilization by 
splints, electrotherapy, and counterirritants is discussed. At the 
author's clinic it is explained to the patient that to stop work 
and immobilize the wrist in plaster-of-paris will give speedy 
relief from pain, but when the plaster is removed and the wrist 
is used again, the pain may recur. The patient is urged to con- 
tinue work and to rub iodine ointment into the swelling twice 
daily. The pain will then slowly disappear and will not recur. 


Journal of Hygiene, London 


49:127-364 (June & Sept.) 1951. Partial Index 
Spread of Infantile Gastro-Enteritis in a Cubicled Ward. K. B. Rogers. 
—p. 140. 


Observations on Life Cycle of Nocardia. E. O. Morris.—p. 175. 

Comparative Study of Reaction in Vivo and in Vitro of Rabbit Tissues 
to Infection with Bovine Tubercle Bacilli: Part I. Observations on 
Rabbit Spleen !nfected in Vitro. H. B. Fell and E. M. Brieger.—p. 181. 

*Diphtheria in the Immunized with Observations on Diphtheria-Like Dis- 
ease Associated with Non-Toxigenic Strains of Corynebacterium Diph- 
theriae. D. G. Edward and V. D. Allison.—p. 205. 

Survival of Bacteria During and After Drying. R. M. Fry and R. I. N. 
Greaves.—p. 220. 

Surviving Tissue Suspensions for Influenza Virus Titration. F. Fulton 
and P. Armitage.—p. 247. 

Penicillin Sensitivity and Phage Types of Staphylococci Isolated from 
Hospital Patients. J. S. Elwood.—p. 263. 

*Preparation, Testing and Standardization of Typhoid Vaccine. A. Felix. 
—p. 268. 

*Immunizing Potency of Alcohol-Killed and Alcohol-Preserved Typhoid 
Vaccine After Storage for Ten Years. A. Felix and E. S. Anderson. 


—p. 288. 

Double Enteric Infection (La ex Typhoide Intriquée): Account of 
Epidemic. A. B. Shaw and H. F. Mackay.—p. 299. 

Hospital Outbreak of Typhoid Sha W. H. Bradley, L. W. Evans and 
I. Taylor.—p. 324. 

Hospital Outbreak of Typhoid Fever: Bacteriological and Serological 
Investigations. A. C. Jones.—p. 335. 


Diphtheria in the Immunized.—A series of 35 patients with 
diphtheria who had been fully inoculated against the disease 
and from whom toxigenic diphtheria bacilli were isolated were 
investigated and compared with 17 patients who had not been 
inoculated. Two-thirds of the infections in the inoculated were 
due to Corynebacterium diphtheriae, intermediate type. Inter- 
mediate infections were proportionately more numerous in the 
inoculated than in the uninoculated, whereas gravis infections 
were less frequent. Estimations of the antitoxin in the blood 
were made on admission. The inoculated patients had levels of 
antitoxin below, or in the neighborhood of, that believed to con- 
fer protection. In the inoculated group severity did not appear 
to be influenced by the level of antitoxin in the blood on admis- 
sion. Antitoxin in the blood was found to have increased after 
recovery in all except one patient; the increase was great in those 
who had been inoculated previously. From 23.5% of all cases 
of clinical diphtheria investigated only nontoxigenic diphtheria 
bacilli (gravis, intermedius, and mitis types) were isolated. These 
cases were considered separately. On admission the majority 
of the patients had in their blood considerable amounts of anti- 
toxin, which did not increase after recovery. No other pathogenic 
organisms were regularly found. It is possible that under certain 
conditions nontoxigenic C. diphtheriae may be able to cause a 
diphtheria-like disease. 
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Typhoid Vaccine.—The review of the laboratory evidence pub- 
lished since the introduction, 10 years ago, of the alcohol-treated 
typhoid vaccine furnishes additional support for abandoning 
the old method of making typhoid vaccine. The alcohol-treated 
vaccine has advantages in regard to both the Vi-antibody re- 
sponse and the degree of systemic reactions produced. Felix 
stresses the necessity of testing typhoid vaccines not only by 
active-immunity tests in mice but also for their antibody- 
stimulating properties. These tests consist of immunization of 
rabbits, estimation of their Vi-agglutinin and O-agglutinin 
titers, and passive-immunity tests in mice. The author lists the 
important sources of error in mouse-protection tests and shows 
how they can be avoided. Standardization of the potency of 
typhoid vaccine is now possible. Either an alcohol-preserved or 
a dried vaccine can serve as standard vaccine, to be used in 
combination with the “provisional standard antityphoid serum.” 
The paratyphoid components of T. A. B. C. (typhoid-para- 
typhoid A, B, and C) vaccine can be standardized in an 
analagous manner. 


Potency of Typhoid Vaccine After Storage.—Alcohol-killed and 
alcohol-preserved typhoid vaccine retain their power of stimu- 
lating Vi-antibody and O-antibody formation unimpaired dur- 
ing storage at 1 to 2 C for at least 10 years. The Vi antibody 
induced by immunization with the 10-year-old vaccine possesses 
full functional efficacy in passive-immunity tests in mice. The 
expiration date of this type of vaccine can be extended to a 
period of 10 years, provided the vaccine is kept in cold storage. 


Journal of Laryngology and Otology, London 
65:549-628 (Aug.) 1951 


Osteoclastoma in Relation to Nose. A. B. Handousa.—p. 549. 
Nasal Malignant Melanoma. T. S. Stewart.—p. 560. 
Self- "9 Osteomvelitis of Skull and Paranasal Sinuses. H. Brunner. 


575. 
*Alleric Rhinitis at Menopause. H. A. Lucas and J. Pepys.—p. 598. 


Allergic Rhinitis at Menopause.—Fifty-seven patients with aller- 
gic rhinitis were treated with synthetic estrogens. Thirty-three 
patients responded well to treatment with estrogens alone, al- 
though in six cases a clinical history of sensitivity to inhalant 
allergens was confirmed by positive skin tests. Six patients re- 
quired both estrogen and desensitization with inhalant allergens. 
In 30 of these 39 patients, there was a relationship between the 
rhinitis and the menopause. In 18 patients with a history sug- 
gesting a relationship between the rhinitis and the menopause 
the rhinitis was not improved by estrogen treatment, and 9 
patients were benefited by desensitization with inhalant aller- 
gens. The response to estrogen treatment was rapid, and, when 
symptoms recurred after treatment was stopped, resumption of 
treatment produced relief again. The required duration of treat- 
ment varied, as it does when menopausal symptoms are treated 
with estrogens. 


Lancet, London 
2:505-550 (Sept. 22) 1951 

Sodium. M. L. Rosenheim.—p. 505. 

*Results of Streptomycin Treatment in Tuberculous Meningitis. R. S. 
Illingworth and J. Lorber.—p. 551. 

Laboratory Control of Antibiotic Therapy. R. W. Fairbrother, G. Martyn 
and L. Parker.—p. 516 

= Palsy: Aetiology, Clinical Course, and Treatment. J. A. James and 

R. Russell.—p. 519 

Pe sk. of Sphingosine and Its Derivatives on Tuberculin Sensitivity in 
Guinea Pigs. N. Fisher, C. Harington and D. A. Long.—p. 522. 

Acute Non-Specific Mesenteric Lymphadenitis: Incidence and Prognosis 
in Children. J. N. Ward-McQuaid.—p. 524. 


Streptomycin in Tuberculous Meningitis.—This paper describes 
the results of streptomycin treatment in 82 cases of tuberculous 
meningitis observed by the authors between August, 1947, and 
June, 1950. Thirty-six of these children survived and were 
followed up by physical, radiological, audiometric, and psycho- 
metric methods. Twenty-two of them had no residual physical 
or mental defect. Three children are of exceptional intelli- 
gence. Four had some physical defect but were mentally normal. 
Eight were retarded, with or without physical defects. Two are 
still under treatment and apparently have no mental defect. The 
survival rate in early cases was 73.7% and in advanced cases 
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34.6%. Of 27 survivors in the early or intermediate stage, 25 
retained normal intelligence; 6 of 9 survivors who were in the 
advanced stage became mentally retarded. All the retarded chil- 
dren were under the age of 3 years on admission. There was no 
significant difference in the survival rate of patients with men- 
ingitis with and without clinical evidence of miliary tuberculo- 
sis. Of the latter group, meningitis developed in 10 while they 
were undergoing treatment for miliary tuberculosis, and 7 sur- 
vived. Special emphasis is laid on early diagnosis and on the 
importance of concentration of cases in special centers with the 
necessary laboratory facilities. 


Bell’s Palsy. Bell 
in 1821, and the term Bell's palsy is now generally used for 
facial paralysis of peripheral type and of acute onset for which 
no local cause is found. It often develops when the victim is 
feeling perfectly well, and evidence of general infection is 
seldom found, though the palsy sometimes follows an upper 
respiratory infection. Exposure to a draft may be a precipitating 
factor. The actual paralysis is often preceded by some aching 
pain referred to the mastoid region. Pain below the ear may 
persist for some days after the paralysis appears. There is great 
variation in the amount of drooping of the paralyzed side of 
the face. Some observers suggest that a virus might be the 
cause. The behavior of the nerve is similar to that in traumatic 
facial palsy following fracture of the skull and is like a com- 
pression lesion of any peripheral nerve. The disease usually 
takes one of two courses: 1. Recovery begins within one to three 
weeks and is complete in four to six weeks. This clinical course 
clearly indicates a transient block of the facial nerve. 2. The 
muscles remain completely paralyzed for two or more months, 
during which time the electrical reactions show that the facial 
nerve has degenerated. Usually, recovery takes place slowly 
at an interval of three to nine months from onset. These two 
types of lesions occurred with about equal frequency in the 58 
cases of Bell's palsy observed in the outpatient department of the 
authors’ hospital. Treatment can be effective only if instituted 
within a few hours of the onset of palsy. The possible role of 
the stylomastoid vessels in the etiology is considered, and sug- 
gestions are made for further research. 


2:551-600 (Sept. 29) 1951 


Pigments of Blood and Bile. C. Rimington.—p. 551. 

*Size of Tumour in Infantile Pyloric Stenosis Related to Age at Opera- 
tion. T. McKeown, B. MacMahon and R. G. Record.—p. 556. 

Staphylococcus Toxoid and Pustular Acne. T. C. Macdonald and F. Tay- 
lor.—p. 558. 

Virulence of Human Tubercle Bacilli. G. T. Stewart.—p. 562. 

Syphilitic Wrist-Drop. K. W. G. Heathfield and J. W. A. Turner.—p. 566. 

*Aetiology of Aspirin Bleeding. J. M. Smith and J. Mackinnon.—p. 569. 

Preservation of Ovarian Tissue at Low Temperatures. A. U. Smith and 
A. Parkes.—p. 570. 


Size of Tumor in Infantile Pyloric Stenosis—The records of 
578 patients operated on for pyloric stenosis at the Birmingham 
Children’s Hospital were examined for the purpose of relating 
size of tumor to age at operation. The proportion of cases in 
which operation was performed earlier than three weeks after 
birth was low (33 of 578). No tumor was present in about one- 
fourth. The earliest age at which a tumor was seen was 9 days. 
No large tumors were observed in infants less than 3 weeks of 
age, and relatively few in infants less than 5 weeks of age. The 
proportion of large tumors increased regularly in patients over 
3 weeks old, and, in those over 10 weeks old, four-fifths of 
all tumors were large. For large and small tumors the mean ages 
at onset of symptoms were 4 weeks and 3 weeks respectively, 
and mean durations of symptoms before operation were 3 weeks 
and 2 weeks. Duration of symptoms before operation decreased 
as the age at onset of symptoms increased. This strongly sup- 
ports the view that tumors develop after birth, although it does 
not exclude the possibility that some change occurs in the 
pylorus at birth. The presence of the tumors in stillborn in- 
fants and in very young infants has been cited as evidence that 
they are congenital; however, the number of such cases seems 
too small to support the view that the tumor is always present 
at birth. It has also been suggested that the degree of hyper- 
trophy observed is unlikely to develop in the few weeks between 
birth and operation, but this can be refuted by two cases which 
show that considerable hypertrophy can develop within a few 
weeks. The authors feel that if one accepts the view that the 
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tumor probably develops after birth, it is relevant to inquire 
whether the environmental influence (indicated by the associa- 
tion of incidence with the child’s position in the family) is exerted 
before or after birth. At present examples of both prenatal and 
postnatal environmental effects associated with birthrank are 
available. 


Etiology of Aspirin Bleeding. —A man, aged 21, had oozing of 
blood from the sockets of his teeth following extraction during 
the previous week. In 1948 when he had some teeth extracted, 
his gums had required an abnormally long time to stop bleed- 
ing. Both then and in 1949 he had taken acetylsalicylic acid 
(aspirin) before the extraction to relieve toothache. On an inter- 
mediate occasion, when teeth were extracted and no acetyl- 
salicylic acid was taken, he had had no difficulty with bleeding. 
Normally, any cuts he received stopped bleeding promptly. When 
20 grains (1.3 gm.) of acetylsalicylic acid was given to this 
patient, the gums began to bleed; the following day the pro- 
thrombin index had fallen to 72% of normal and the result of a 
tourniquet test was positive. When acetylsalicylic acid was given 
later in the same dose after 40 mg. of vitamin K had been given 
intramuscularly, the capillary fragility and the prothrombin in- 
dex were normal. This suggests that the bleeding caused by 
acetylsalicylic acid results from a combination of prothrombino- 
penia and increased capillary fragility and can be prevented with 
vitamin K. Similar changes were produced by neoarsphenamine 
in the same patient, and a theoretical subdivision of the purpuric 
drugs on this basis is postulated. 


Medical Journal of Australia, Sydney 


2:137-176 (Aug. 4) 1951 


Bacteriological Considerations of Infantile Enteritis in Sydney. S. Wil- 
liams.—p. 


Use of Organic Di-iodo Compounds in Treatment of Haemophilia. D. B. 
Dunn and R. N. Lyons.—p. 149 


Treatment of Vascular Hypertension by Low Sodium Diet. L. J. J. Nye 
and V. Forrest.—p. 152. 


Intraabdominal Haemorrhnage During Later Months of Pregnancy, with 
Reports on Two Cases. J. D. Le Souéf.—p. 154. 


2:177-212 (Aug. 11) 1951 
Bancroft Memorial Lecture—Medicine in Pepys’s Diary. M. J. Stewart. 
—p. 177. 
Description of Two Types of Haemophilia and Criteria for Diagnosis of 
Haemophilia. D. B. Dunn and R. N. Lyons.—p. 183. 
Results of Subtotal Gastrectomy for Peptic Ulcer: Review of 60 Cases. 
G. Brown.—p. 185. 


Phenylpyruvic Oligophrenia, with Notes on Three Cases. S. J. Cantor. 
—p. 187. 

Medical and Surgical Aspects of the Korean Campaign, September to 
December, 1950. B. Gandevia, E. S. R. Hughes and R. Webb.—p. 191, 

Chronic Polyarthritis and Monarticular Trauma. M. Kelly.—p. 197. 


Minerva Medica, Turin 
42:1-32 (July 7) 1951. Partial Index 


*Treatment of Primary Chronic Ankylosing Polyarthritis with Posterior 
Pituitary Extracts. F. Negro.— 


Treatment of Neurotics and Mental Patients with Corticotropin (ACTH). 
D. Gherarducci.—p. 4. 


Surgical Treatment of Arterial Hypertension. F. R. Banchieri.—p. 6. 
*Effects of Aminoalcohols in Radiation Sickness. G. Rossitto.—p. 12. 


Posterior Pituitary Extracts in Polyarthritis.—The concept that 
polyarthritis is related to lesions of the hypothalamus and the 
posterior pituitary gland was first advanced by the author when 
he observed that patients with Parkinson’s disease also had poly- 
arthritis. In the past 17 years he has treated 318 patients with 
primary chronic ankylosing polyarthritis with daily doses of 6 to 
8 tablets of 20 I. U. of posterior pituitary extracts. The drug is 
well tolerated, but oral administration is more effective than in- 
tramuscular administration. When minor intestinal disturbances 
appear, the treatment should be discontinued for a few days and 
then resumed in small doses. Immobilized joints begin to re- 
spond after 40 to 60 days, partially immobilized joints after 30 
to 40 days. The treatment may be continued 12 to 14 months. 
In patiert> with ankylosis of long duration associated with de- 
formities of the joints, the deformities regressed, pain and swell- 
ing disappeared, and the roentgenologic picture improved. In 
instances of chronic articular rheumatism and chronic evolutive 
polyarthritis, results were obtained rapidly and in most cases 
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recovery was complete. The drug was effective also in treatment 
of psoriatic arthritis. Posterior pituitary extracts combined with 
ascorbic acid were not more efficacious, but better results were 
obtained when the extract was combined with vitamin E. The 
beneficial effect of this treatment supports the theory that the 
osteoarticular and the hypophys systems are 
related. It has not been established ‘whether lesions of the 
pituitary gland and of the nervous centers regulating the nutri- 
tion of the articular tissue are the main cause of polyarthritis 
or only a concomitant cause. 


Monoethanolamine in Radiation Sickness.—M thanol 

in a 1% solution was administered to patients with third degree 
radiation sickness. The author distinguished three degrees of 
radiation sickness. In the third, persistent vomiting is associated 
with high temperature, dyspnea, and leukopenia, which may 
necessitate discontinuation of irradiation therapy. Histamine- 
antagonizing agents were usually administered in this hospital 
to patients with this sickness. Results were good in cases of radia- 
tion sickness of first and second degree but were poor in in- 
stances of third degree sickness. The author assumed that by 
anesthetic inhibition of the receptors of the toxic stimuli caused 
by rediotherapy, radiation sickness may be beneficially influ- 
enced. He administered monoethanolamine in doses of 10 cc. 
every two or three days to 19 (14%) of 133 women who had 
third degree radiation sickness following therapy for vari- 
ous neoplasms. Five patients were cured after one dose, 11 
after two doses, and 3 after three doses. The drug was well tol- 
erated when administered intravenously in a fresh solution, but, 
in two instances in which the drug had been injected too fast, 
violent vomiting developed. No sclerosing action was observed 
on the vessel into which the drug had been injected. At the end 
of the treatment ail symptoms had disappeared except temporary 
anorexia. 


Minerva Pediatrica, Turin 
3:311-370 (June) 1951. Partial Index 


*First Studies on Axial-Transversal Tomography Combined with Frontal 
Tomography in Acquired Rheumatic Cardiopathy. R. Bulgarelli and 
L. Oliva.—p. 311. 

Recent Studies on Visualization of Abdominal Organs After Retroperi- 
toneal Insufflation Combined with Axial and Transversal Tomography. 
G. Sansone and A. De Maestri.—p. 328. 

Simultaneous Visualization of Posterior and Anterior Mediastinum After 
Insufflation by Peridural Approach: Study of Tridimensional Tomog- 
raphy. G. Sansone and A. De Maestri.—p. 332. 


Axial-Transverse and Frontal Tomography in Cardiography. 
—Axial-transverse tomography combined with anteroposterior 
frontal tomography was performed for the first time in seven 
patients with acquired rheumatic cardiopathy. The authors’ aim 
was to detect the characteristics of the cardiac shadow in in- 
stances of enlargement of only one heart chamber and in 
instances in which two or more cardiac cavities are enlarged. 
Various types of rheumatic cardiac defects and their different 
stages and duration were studied, because these factors may 
influence in different ways the dynamics of the intracardiac cir- 
culation and may induce hypertrophy and enlargement of the 
heart varying with respect to location and extent. The authors 
state that cardiac cavities with lesions attributable to acquired 
rheumatic cardiopathy show characteristic pictures in axial- 
transverse and anteroposterior tomography. The combination 
of these two techniques reveals characteristics of great diagnostic 
and prognostic value and shows the size of the cardiac cavities 
in instances in which they cannot be detected by clinical and 
-roentgenologic examinations. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 


95:2593-2664 (Sept. 8) 1951. Partial Index 
*Peptic Ulcer: Role of Age, Season and Occupation. N. A. Scheers. 
2601. 


—p. 

*Tietze’s Syndrome. C. Bruin and A. H. Smook.—p. 2605. 

*Serum Hepatitis in Diabetic Patients: Course and Sequelae. J. Nieveen. 
—p. 2608. 


Peptic Ulcer: Influence of Age, Season, and Occupation.—A 
statistical analysis of 19,000 cases of gastric and duodenal ulcers 
revealed that they are most frequent in persons between the 
ages of 30 and 59. It could not be demonstrated that the disease 
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incapacitates patients especially at certain times of the year, nor 
does it show a preference for persons with certain occupations; 
neither persons who do heavy physical labor nor those in the 
so-called intellectual occupations are particularly predisposed to 
gastroduodenal ulcers. 


Syndrome of Tietze.—Bruin and Smook review observations on 
nine women and two men with symptoms generally referred to 
as Tietze’s syndrome. They had a painful swelling of one or 
more of the costal cartilages. The skin over the swelling was not 
red, warm, or swollen, but there was pain, felt chiefly during 
coughing, bending, and on pressure. Some of the patients were 
apprehersive about the possibility of breast cancer. Some physi- 
cians had suspected tuberculosis. Tietze, who was first to 
describe the syndrome, suggested dystrophy of the costal car- 
tilage, possibly as the result of malnutrition, as the cause. Other 
investigators also thought that malnutrition might play a part, 
while others have pointed out that respiratory infections preceded 
the appearance of the swelling of the rib cartilage. In the pa- 
tients observed by these authors neither of these factors played 
a part, all being well nourished. Histological studies performed 
on one of the patients revealed no significant deviations. While 
the cartilage of any of the ribs may be involved, the swelling is 
found most frequently in the upper four. 


Epidemic of Hepatitis Among Diabetic Patients.—Nieveen de- 
scribes an epidemic of serum hepatitis that involved 70 diabetic 
patients. This epidemic was most probably caused by insufficient 
sterilization of the syringes used for withdrawal of blood speci- 
mens for blood sugar determinations. The infection could be 
traced to a man who had icterus and from whom many blood 
samples had been taken. Patients from whom blood specimens 
had been taken with the same syringe were first to become ill 
with hepatitis. Three months after better methods of sterilization 
were introduced, there were no further cases of hepatitis. Some 
patients still showed impairment of hepatic function as long as 
two years later. One patient died, presumably as the result of 
chronic hepatitis. 


95:2665-2760 (Sept. 15) 1951. Partial Index 


Chronic Hypotension. W. C. Aalsmeer.—p. 2678. 
*Cesarean Section in Diabetes Mellitus. I. S$. Sindram.—p. 2686. 


Cesarean Section in Diabetes Mellitus.—In 95 pregnancies of 79 
diabetic women, 20 infants died before birth, during birth, or 
within the first 10 days after birth. This high infant mortality 
results partly from inadequate treatment of the diabetes. It has 
been suggested that by terminating pregnancy early with a 
cesarean operation during the 37th week, the high infant mor- 
tality rate could be reduced, but the author found no corrobora- 
tion for this theory. He feels that if the diabetes is controlled 
and pregnancy is not complicated, there is no indication to 
shorten pregnancy by performing a cesarean operation during 
the 37th week. The infant should not, however, be allowed to 
grow too large, and postmaturity should be prevented; for these 
reasons a cesarean operation will be required in some cases. 


New Zealand Medical Journal, Wellington 


$0:321-432 (Aug.) 1951. Partial Index 


Medicine in World History. A. W. S. Thompson. —p. 324. 

Practical Aspects in Treatment of Sterility. J. E. Giesen.—p. 330. 

Investigation of Derivative of Penicillin in Pulmonary Suppuration. 
J. Apthorp.—p. 338. 

Leptospirosis in New Zealand: Infection with Spirochaetes in Animals 
and Man. L. Kirschner and W. G. Gray.—p. 342. 

*Cerebral Injury with Electric Shock Treatment. I. M. Allen.—p. 356. 

Pulmonary Lymphosarcoma: Report of Case. H. A. Fleming and J. B. 
Howie.—p. 


64. 
Unusual Lesion of Aortic Valve. H. A. Fleming and E. M. McLachlan. 
—p. 369. 
Bronchiectasis. J. M. Twhigg.—p. 373. 


Cerebral Injury from Electric Shock Treatment.—Evidence of 
structural brain damage was found in five patients after electric 
shock treatment when it had not been noted before. In the 
first of the five patients a series of electric shock treatments was 
followed by extreme apathy for three months and then by evi- 
dence of structural changes in the cortex of the left frontal lobe, 
which was still present six months after treatment had been 
completed. In the second case, five weeks after electric shock 
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treatments evidence of structural damage was found in the cor- 
tex of the left frontal lobe. Clinical evidence of physical lesions 
had disappeared 10 weeks after the treatment, but, apart from 
decrease of the depression, the patient’s condition remained un- 
changed. At least nine months after a course of electric shock 
treatments the third patient showed evidence of structural 
changes in the cortex of the left frontal lobe. These changes and 
the resultant clinical effects had to be regarded as permanent. 
The fourth patient showed evidence of structural changes in the 
cortex of the left frontal and parietal lobes two and one-half 
years after two courses of electric shock treatment. The fifth 
patient showed evidence of structural changes in the cortex of 
the left frontal lobe and of the right parietal lobe two months 
after treatment. Whether these changes and their clinical effects 
were permanent was uncertain, but it seemed probable on the 
basis of their severity and wide distribution. Deaths have been 
reported by other observers following electric shock treatment. 
In neurological, psychiatric, and electroencephalographic studies 
made by other investigators both before and after electric shock 
treatment, there was evidence of disturbed cortical function in a 
high percentage of cases. Experimental and pathological obser- 
vations on the effects produced in the structure of the brain in 
the course of electric shock treatment are also reviewed. 


Nordisk Medicin, Stockholm 


46:1221-1254 (Aug. 15) 1951. Partial Index 
*Asphyxia Neonatorum. B. J. Jonsson.—p. 1221. 
*“Coronary Failure’’ Syndrome. A. Griiner and T. Hilden.—p. 1224. 


*Coronary Symptoms in Hemorrhages from Gastrointestinal Tract. A. 
Griiner and T. Hilden.—p. 1227. 


Observations in Acute Myocardial Infarction. A. Griiner and T. Hilden. 
—p. 1229. 


Significance of Localization in Prognosis of Cardiac Infarcts. K. Bru- 
zelius.—p. 1231. 


Hypersensitivity to Antihistamine Preparations. B. Séderholm.—p. 1232. 
Primary Osteosynthesis in Diaphyseal Fractures of Leg. J. Weber. 
1238. 


Emptying of Stomach After Resection According to Billroth I and II. 
J. M. Wollesen.—p. 1241. 


Potassium Therapy Under Electrocardiographic Control. P. Riising and 
T. Sottrup.—p. 1243. 


Asphyxia Neonatorum.—Asphyxia of the newborn is a func- 
tional disturbance that may have various causes. One of the 
commonest causes of neonatal asphyxia is reduced function of 
the respiratory center. Injury to the respiratory center from nar- 
cosis may result in deficient ventilation that leads to anoxia and 
further damage to the respiratory center. Anoxia may cause 
edema and small hemorrhages in the brain; at necropsy it may 
be impossible to determine whether cerebral bleeding was the 
cause or the result of asphyxia. Anoxia leads to disturbed func- 
tion of all organs; if it is severe and prolonged, irreversible 
changes occur. Cardiac defects in the newborn are often difficult 
to distinguish clinically from asphyxia. Pronounced cyanosis of 
hands and feet in the newborn infant may be due to local stag- 
nation anoxia that does not affect the child’s general condition. 
The prognosis in asphyxia of the newborn is not known. 


“Coronary Failure” Syndrome.—In many instances coronary 
heart disease can readily be recognized as angina pectoris or 
myocardial infarction, but it is more difficult to classify when 
the pain is of longer duration, especially at rest. Among 145 
patients with coronary heart disease treated in 1947-1949, in- 
cluding 54 cases of angina pectoris and 68 of myocardial infarc- 
tion, Griiner and Hilden found 23 such cases. In 10 cases the 
diagnosis was angina decubitus, in 6 extracoronary factors were 
evident, in 2 premonitory pain preceded an attack of acute 
myocardial infarction, and in 5 the clinical picture was 
that of “coronary failure,” i. e., long-continued angina-pectoris- 
like attacks not followed by clinical signs of cardiac infarct 
(Blumgart, Schlesinger, and Zoll). Two cases are reported. The 
pathogenetic basis for “coronary failure” and premonitory pain 
in cardiac infarct is perhaps the same in many cases. In coro- 
nary failure ischemia occurs in the myocardium, but is not 
severe enough to cause myocardial necrosis. Some cases of 
coronary failure are thought to be due to coronary occlusion 
(Blumgart and Schlesinger). In patients with coronary failure 
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rest in bed is considered necessary. If no signs of cardiac infarct 
have appeared in two days, rest in bed for about three weeks is 
advised; hospitalization is recommended. 


Coronary Symptoms with Gastrointestinal Hemorrhage.—In 
five men, one aged 56, the others aged 72 or over, with a history 
of moderate attacks of angina pectoris, gastrointestinal hemor- 
rhage caused symptoms of defective coronary circulation or 
marked pain at rest. In two cases the hemorrhage was acute, in 
three, chronic. Moderate, transient symptoms, which were pres- 
ent in the first three cases, probably result from myocardial 
ischemia, although the presence of small myocardial necroses 
cannot be excluded. The other two cases, in which pain was more 
pronounced, were fatal; necropsy revealed recent myocardial 
necroses without cardiac infarct. In severe cases the oxygen 
deficiency in the myocardium is undoubtedly so great that myo- 
malacias develop, not necessarily with occlusion of the coronary 
arteries. These cases represent “coronary insufficiency with 
myomalacia” (Master and associates). In cases of acute hemor- 
rhage without fall of blood pressure and without development 
of severe anemia, the coronary symptoms are attributed to con- 
tractions in the coronary vessels, which are possibly a circulatory 
adjustment to the loss of blood. In cases with severe chronic 
hemorrhages anemia resulting from diminished oxygen supply 
in the myocardium is believed to be the cause of the coronary 
pain. 


Policlinico (Med. Sect.), Rome 
58:145-212 (June) 1951 


Studies on Behavior of Blood Proteins in Experimental Polyglobulism 
Due to Cobalt. A. Volta and U. Marinoni.—p. 145. 

Action of Vitamin Biz Supplemented by Vitamin C and Vitamin K in 
Experimental Intoxication Due to Benzene: Hematological Aspects. 
A. Di Porto and M. Sebastiano.—p. 172. 

ae Originating in Areas Affected by Lupus Vulgaris. F. Gueli. 
—p. 183. 

Neoplasm in Areas Affected by Lupus Vulgaris.—Of 300 pa- 
tients with lupus vulgaris observed by the author since 1935, 
cancer developed in 12 patients in the areas affected by the 
dermatitis. This report and an extensive review of the literature 
prove that cancer develops in areas affected by lupus vulgaris 
more frequently than in those affected by other dermatitides. No 
age or sex disposition was noted. The neoplasm appears gen- 
erally in the exposed areas of the body 15 to 20 years after the 
onset of the skin lesion. Squamous epithelioma is commonest. 
It develops slowly, first toward the surface, afterward toward the 
deep layers, and causes extensive destruction of tissue. Histo- 
logically it resembles common epithelioma of the skin, but it has 
malignant characteristics. Its prognosis may be favorable if 
treatment is instituted early. The literature has reported com- 
plete recovery in 60% of the cases. Roentgen and irradiation 
therapy are the treatment of choice. In studies on the relation 
between lupus vulgaris and neoplasm, pathogenic factors caus- 
ing appearance of the cancer have been attributed to the hyper- 
plastic and metaplastic epithelial conditions observed in the 
skin lesions, to the chronic inflammatory stimuli intrinsic to lupus 
vulgaris, and to extrinsic irritating stimuli due especially to 
x-ray treatment of the lesions or to trauma. Experiments were 
carried out with cancerogenic chemical preparations in animals 
and with tar in human beings. Primary alteration of the skin 
was followed by secondary proliferation of the epithelium first 
toward the surface then toward the deep layers. Later, and only 
when these skin alterations had created predisposing environ- 
mental conditions, the malignant transformation of the cells 
occurred. A similar action is attributed to the skin alterations 
involving the cells and the connective fibers that precede the 
skin lesions in the human organism. They induce a dermoepi- 
dermic imbalance that causes a trophic deviation and a disturbed 
balance of the internal epithelial cells. In the presence of this 
trophic-plastic imbalance and of predisposing constitutional 
conditions, the abnormal growth appears. In lupus vulgaris, de- 
generative and atrophic conditions of the skin are more pro- 
nounced than in other types of dermatitis, and this may explain 
the high incidence of cancer originating in the areas affected by 
this skin lesion. 
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Presse Médicale, Paris 
59:1237-1256 (Sept. 22) 1951 


*Electrocardiographic Studies During Cardiac Surgical Intervention. P. 
Soulié, M. Touche, G, Delahaye and M. Servelle.—p. 1237. 


Compared Biologic Values of Various Glucides Used in Infant Dietetics. 
M. Vansteenberghe.—p. 1239. 


Histochemical Contribution to Study of Structure and Destruction of 
Bones. A. Cretin.—p. 1240. 


Electrocardiographic Studies During Cardiac Surgery.—Elec- 
trocardiographic changes were studied in cardiac patients during 
six types of surgical intervention on the heart, i. e., mitral val- 
vulotomy or commissurotomy, pulmonary valvulotomy, peri- 
cardiectomy, incision of the anterior ventricular wall, establish- 
ment of shunts for Fallot’s tetralogy or tricuspid atresia, and 
ligation of the ductus arteriosus. Although direct clinical obser- 
vation of the heart remains essential for the control of surgical 
intervention, the electrocardiogram reveals otherwise undetect- 
able cardiac abnormalities, such as variations in the heart 
action and disturbances of intraventricular conduction in the 
presence of a regular action and normal pressure and pulse. 
The electrocardiogram is of definite aid in the detection of 
tachycardia, arrhythmia, and cardiac arrest. The determination 
of the ventricular or extraventricular origin of tachycardia or 
of extrasystoles is of definite prognostic value. In case of cardiac 
arrest the electrocardiogram becomes essential, because it makes 
possible differentiation of true cardiac arrest from ventricular 
fibrillation and, consequently, the institution of emergency 
treatment. In three patients subjected to valvulotomy, lengthen- 
ing of the QT interval at the expense of the ST interval, and a 
T wave with the aspect of the P wave were observed near the 
end of the intervention. This significant change in the electro- 
cardiographic tracing occurred after a drop in arterial tension 
associated with severe bleeding. The disturbance continued for 
10 minutes after the arterial tension was restored to normal by 
blood transfusion. Electrocardiographic recordings made in the 
course of the anesthetic procedures revealed that the adminis- 
tration of cyclopropane was followed rapidly by ventricular 
extrasystoles, nodal rhythm, auriculoventricular dissociation, 
oscillations of the cardiac pacemaker, and disturbances of the 
intraventricular conduction. Intravenous administration of pro- 
caine hydrochloride was not always effective in preventing these 
untoward reactions to cyclopropane. Pericoronary injection of 
procaine hydrochloride seemed to prevent ventricular fibrilla- 
tion that might have been elicited by the incision of the myo- 
cardium. Electrocardiograms taken in the course of surgical 
intervention on the heart facilitate the exact study of the be- 
havior of the heart during the intervention and are useful for 
the exact and rapid interpretation of occasional complications. 


Revista Médica de Chile, Santiago 
79:421-486 (July) 1951. Partial Index 


*Valvular Rheumatic Heart Disease. D. Lamas, R. Barchona, H. Donoso, 
and J. Barzelatto.—p. 421 

*Subacute Bacteral Endocarditis Recognized Only at Autopsy. R. Ortuzar 
and R. Silva.—p. 429. 

Diagnosis of Rheumatoid Arthritis: Experience with 200 Cases. M. Losada 
L. and O. France S.—p. 439. 


Rheumatic Valvular Heart Disease.—Lamas and collaborators 
reviewed the clinical and anatomic records of 260 consecutive 
cases of rheumatic valvular heart disease with inflammation of 
the valvular orifices, ending in death, which were compiled in a 
hospital during the 10-year period from 1940 to 1949. Mitral 
lesions occurred most frequently (213 cases). Aortic insufficiency 
was combined with mitral insufficiency oftener than with mitral 
stenosis; it accompanied mitral insufficiency in 56 cases out of a 
total of 83. Eighty-four (32.3%) of the patients were over 50 
years old. A history of previous rheumatic fever was obtained 
in only 89 cases. The period between the first attack of rheumatic 
fever and the death of the patient varied from less than 5 years 
(11 cases) to more than 30 years (15 cases). The congestive heart 
failure was usually of short duration, whether it was compli- 
cated by subacute bacterial endocarditis or not; in 76.6% of the 
cases it lasted less than a year. Subacute bacterial endocarditis 
was a complication in 40.3% of the cases; it occurred more fre- 


MEDICAL LITERATURE ABSTRACTS 153 


quently in men than in women. Rheumatic activity was present 
in only 16.6% of the patients over 50; in those under 51 it 
affected 58.3%. 


Subacute Bacterial Endocarditis Discovered at Autopsy.—The 
discovery of the antibiotics and their efficacy in the treatment of 
subacute bacterial endocarditis has led to revision of the original 
diagnostic criteria for this disease. Organic murmur and per- 
sistent unexplained fever are sufficient reasons for suspecting 
subacute bacterial endocarditis and initiating antibiotic treat- 
ment, but even these symptoms are sometimes lacking. The 
authors list seven reasons for failure to diagnose subacute bac- 
terial endocarditis during the patient’s life: (1) absence of signs 
of congenital or valvular heart disease; (2) coexistence of some 
other disease that seems to explain the patient’s condition; (3) 
advanced age of the patient; (4) absence of fever; (5) existence 
of congestive heart failure; (6) misinterpretation of some of the 
minor symptoms of subacute bacterial endocarditis; and (7) ex- 
istence of some complication of subacute bacterial endocarditis, 
which is mistaken for the primary disease. Avoidance of these 
errors is essential for diagnosis and treatment. The authors re- 
port six cases in which for one or more of these reasons subacute 
bacterial endocarditis was not discovered until autopsy. 


Ugeskrift for Laeger, Copenhagen 
113:1147-1176 (Aug. 30) 1951. Partial Index 

*Treatment of Rh Immunized Mothers and Their Children with Special 
Regard to Exchange Transfusion: One Year's Material. E. Freiesleben 
and M. Ingerslev.—p. 1147. 

Fulminant Toxic Laryngotracheobronchitis. O. Bouet.—p. 1154. 

*Morphine and Asthma. E. Henriksen.—p. 1158. 

Codeine Intoxication in Children After ‘““Therapeutic’” Doses. T. Sams@e- 
Jensen and E. Thamdrup.—p. 1163. 

Acute Lethal Salicylic Arid Intoxication in Infant After Overdosage. 
H. Keiser-Nielsen.—p. 1166. 

“Restless Legs’’ Treated with Vasoconstricting Agents. H. Tjell.—p. 1167. 


Exchange Transfusion in Infants of Rh-Immunized Mothers.— 
Of 55 Rh-immunized mothers seen within a year, 48 went to 
term and abortion was induced in seven. Of the 48 mothers, 4 
gave birth to Rh-negative children, who are living and well, 
and 44 had Rh-positive children, of whom 8 were stillborn. 
In 14 of the living Rh-positive infants the prognosis was con- 
sidered favorable and transfusion therapy was not applied; 13 
of these are alive and well, 1 child died at 6 months, probably 
from kernicterus. The remaining 22 Rh-positive infants, be- 
lieved to have doubtful or unfavorable prognosis, were given 
exchange transfusion; 20 are well to date, 2 died in the first three 
days of life, 1 from kernicterus, | from intracranial hemorrhage. 
Freiesleben and Ingerslev based their indications for exchange 
transfusion, which, they say, should be carried out as soon as 
possible after birth, mainly on three factors: jaundice at birth 
or developed in the first hours of life, anemia at birth, and 
strongly positive Coombs’ test. In borderline cases the indication 
was also supported by a high antibody titer in the mother’s blood, 
earlier transfusion of Rh-positive blood to the mother and history 
of erythroblastosis in earlier pregnancies. In some cases high 
erythroblast count or edema in the newborn infant was taken 
into account. The authors have now performed 14 additional 
exchange transfusions, with one death. 


Morphine and Asthma.—Henriksen reviews the action of mor- 
phine on the respiratory center and the respiratory tract and 
cautions against the use of morphine and preparations with simi- 
lar properties in patients with bronchial asthma. Even though 
morphine injection or injection of related substances usually 
stops an attack of asthma, death during asthma attacks is not 
rare in patients treated with morphine. He describes the effect 
of morphine or preparations with similar action in two fatal 
cases of grave asthma complicated by chronic bronchitis and in 
a characteristic case of grave asthma probably due to pollen 
allergy. Stagnation of secretion occurred because of the weaken- 
ing of the cough reflex from the morphine. The actual cause of 
death in the two cases was probably an acute aggravation of 
chronic cor pulmonale; in the case with recovery the electro- 
cardiogram in the critical period revealed signs of acute cor 
pulmonale. Milder cases in asthma or bronchitis patients given 
codeine for relief of cough are often manifested by stagnation 
of secretion and signs of bronchopneumonia. 
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Clinical Urography: An Atlas and Textbook of Roentgenologic Diag- 
nosis. By William F. Braasch, M.D., and John L. Emmett, M.D., Consul- 
tant in Urology, Mayo Clinic, Rochester, Minn. Cloth. $25. Pp. 736, with 
1361 illustrations. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1951. 


This is an enlarged edition of the 1927 Braasch’s Urography. 
The first chapter, which includes a short historical review and 
development of this field, also sets forth in concise detail the 
method and indications for urological examinations. There is a 
comprehensive discussion of the normal urogram. The authors 
state that full appreciation of the variations of a normal uro- 
gram is the basis of a sound urographic interpretation. The 
importance of the preliminary film and its revelations are em- 
phasized. No interpretation of a urogram should be undertaken 
without a plain film. The indications for retrograde and excre- 
tory pyelograms are clearly defined. The authors recommend 
initial excretory films in children and injured persons, and in 
cases of anomalies and neoplasms. The importance of making 
an excretory pyelogram preliminary to cystoscopy, especially 
in hematuria, is well covered. Retrograde films are found valu- 
able in that they provide good, clear definition for interpretation 
and useful information in delayed films. The interpreter is cau- 
tioned against making a diagnosis from poor films, either intra- 
venous or retrograde. 

This volume contains an excellent reproduction of a collec- 
tion of well-preserved genitourinary films. The entire field of 
genitourinary lesions and anomalies is well presented, and many 
lesions are illustrated several times. The interspersing of excel- 
lent reproductions with the discussion of extraurinary lesions 
and shadows is instructive. The many fine examples of rare 
lesions could only be gleaned from such a large volume as the 
100,000 films taken at the Mayo Clinic. The conservative and 
practical interpretation of the films preserited gives the reader 
added confidence in the value of this volume. Nearly all of the 
final diagnoses have been confirmed at operation. The chapter 
on renal arteriography is well written; however, the necessity 
of the “pressure apparatus” for injection into the aorta is ques- 
tionable. In the perusal of this volume, the urologist, the sur- 
geon, and the roentgenologist can obtain many helpful aids in 
exact diagnosis through the use of genitourinary films. As a 
reference for both the practicing physician and the student, this 
volume is unequaled at the present time. The clear reproduc- 
tions and their concise legends will enhance the reader’s knowl- 
edge of the field of urology. 


A Pediatric Manual for Mothers: Questions and Answers on Care and 
Feeding of Infants and Children. By Harry R. Litchfield, M.D., and Leon 
H. Dembo, M.D. Cloth. $2.50. Pp. 269. Grune & Stratton, Inc., 381 Fourth 
Ave., New York 16, 1951. 


This is a small book by two pediatricians with long experi- 
ence in dealing with the big and little questions that concern new 
parents. Its subject index is complete in the basic matters of 
growth, feeding, common disease conditions, and emergencies, as 
well as some of the more recently popularized diseases and 
therapeutic agents. Sections on the recently developing problems 
related to comic books, television, and camp life are also in- 
cluded. The information is presented in a question-and-answer 
form, which well serves the purpose of providing brief, readily 
accessible factual information to mothers, so that the work of 
the pediatrician will be facilitated. This style of composition 
sacrifices the more complete information obtainable from the 
more ponderous discussion type of presentation and makes this 
volume useful primarily as a reference. The book can be highly 
recommended for the authentic and up-to-date information pro- 
vided for the guidance of mothers in the care of young children. 
Its simple, straightforward statement of the facts and complete- 
ness of coverage makes it outstanding in its field. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 
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Allergy in Relation to Pediatrics. By Bret Ratner, M.D., Professor of 
Clinical Pediatrics (Allergy) and Asscciate Professor of Immunology, New 
York Medical College, New York. Panel Discussion. By T. N. Harris, 
M.D., and others. Official publication of American College of Allergists. 
Cloth. $3.75. Pp. 228, with illustrations. Bruce Publishing Company, 2642 
University Ave., St. Paul 4, Minn.; Box 1586, Minneapolis, 1951. 


This volume provides an excellent coverage of the most im- 
portant phases in the field of pediatric allergy. It includes immu- 
nological considerations, the question of infection, clinical phases 
and manifestations in infants and young children, several discus- 
sions on the evaluation of skin tests, some psychosomatic aspects, 
and the most important aspects of treatment. The contributions 
are by authorities in the field of allergy and pediatrics, and in- 
clude such well-known names as Lewis Webb Hill, Edward 
Scott O’Keefe, William C. Deamer, M. Murray Peshkin, Bret 
Ratner, Albert V. Stoesser, Jerome Glaser, and T. N. Harris. 
The pediatric phases of this subject are repeatedly emphasized. 
Some errors and unproved statements are found, but it is re- 
markable that with such a diversity of authors they are not more 
numerous. For the most part the material is sound, practical, 
and reliable. Most chapters have representative bibliographies. 
As is to be expected in the case of such symposia or panel dis- 
cussions, these are not complete expositions of the field of allergy. 
For the beginner in the study of allergy this reference book 
would have to be supplemented by reference to other texts con- 
taining more detailed information on allergenic causes, such as 
pollen and fungi, and also on other phases of allergy. This book 
should be useful to allergists, pediatricians, dermatologists, and 
general practitioners and can be highly recommended for the 
purposes intended. 


Coxitis tuberkulosa: Ein Beitrag zur réntgenologischen Pathologie der 
Skelettuberkulose. Von Dozent Dr. Herbert Gardemin, Chefarzt der ortho- 
Padischen Abteilung des Evangelischen Waldkrankenhauses, Berlin-Span- 
dau. Band 26, Sonderbande zur Strahlentherapie, herausgegeben von Hans 
Meyer. Cloth. 18 marks. Pp. 166, with 245 illustrations. Urban & Schwar- 
zenberg, Thierschstrasse 11, Munich 22; Meinkestr. 13, Berlin W. 15, 1950. 


For a monograph that has set itself a rather limited scope, 
namely the tuberculous disease as represented in the roentgeno- 
gram, this is a work of remarkable breadth of vision. The author 
starts from the established pathological distinction between 
caseous and granulomatous forms, a division that is consistently 
observed throughout the entire book. The specific interest in 
the subject of hip joint involvement is safeguarded by topo- 
graphical analysis of the various localizations. Each of these is 
then given, with proper evaluation regarding the prognosis and . 
course of the disease. The author describes in turn the epi- 
physial, the cervical, the cortical, the metaphysial, the acetabu- 
lar, the trochanteric and the capsular localizations, all well docu- 
mented by roentgenograms and case reports. The epiphysial 
localization is well characterized by the appearance of sequestra, 
fragmentation, and rapid decay of the diseased area. Again in 
the central cervical type, the author emphasizes the early ap- 
pearance of areas of the translucency. The cortical metaphysial 
zone of translucency contains a sequestrum with a tendency to 
perforating in the joint. In the acetabular focus, a point of 
peculiar importance, he finds multiple areas of destruction in 
the various stages in the acetabulum and secondary changes of 
the neck, and rapid progressive destruction of the acetabulum. 
The trochanteric type is presented by three cases, a compara- 
tively rare localization usually of caseous nature. Of special in- 
terest is the demonstration of the capsular or synovial type, 
which presupposes primary synovial tuberculosis, a point that is 
still debatable. Here the author presents evidence of what ap- 
pears to be a primary capsular shadow with secondary osseous 
involvement. The section on differential diagnosis is very in- 
structive, particularly as far as the osteochondritis deformans 
coxa is concerned. Much attention is given to the x-ray pa- 
thology of the late stage and the ultimate outcome of either 
the normal joint or the osseous or fibrous ankylosis or of neo- 
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arthrosis. In this connection the author emphasizes that reor- 
ganization of the joint with complete function is, contrary to 
the general belief, not a rarity and that the infection by no means 
always ends with ankylosis. At the same time the author agrees 
with Lorenz that ankylosis is preferable to an inferior even 
though partially movable joint. 

All this is splendidly illustrated and documented by 88 cases 
and roentgen ray reproductions of indisputably high quality. 
There is no question that this book, as far as its scope reaches, 
is excellently written and ought to be of great value to the 
reader. The author is to be commended for the precision and 
accuracy with which he has handled this subject. 


Grouping, Typing and Banking of Blood. By Otakar Jaroslav Pollak, 
M.D., Ph.D., F.C.A.P., Director, Blood Bank, Quincy City Hospital, 
Quincy, Mass. Cloth. $5.75. Pp. 163, with 25 illustrations. Charles C 
Thomas, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queens St., W., Toronto, 2B, 1951. 


This book is written as a simple introduction to the complex 
field of blood grouping and blood banking for the use of tech- 
nicians, house officers, and nurses. Although there is need for 
such a volume, the present book is unsatisfactory because of 
numerous errors, misprints, and considerable misinformation. 
In this review there is only room to mention a few of the more 
blatant errors. In Table 3 on page 8, the symbols for alpha and 
beta have been interchanged. On page 10, the statement that 
there are eight different antibodies specific for the various sub- 
groups of A and AB is untrue. On page 13, the S factor is in- 
correctly referred to as a third allelomorph in the M-N system. 
On page 14, Henry is incorrectly credited with the discovery 
of the Kell system, while his paper, as shown by the title in the 
bibliography, dealt with an entirely different subject. In Table 
14, on page 19, there is a blood labelled group AB, whose cells 
are agglutinated by serum of all other groups but whose serum 
agglutinates bloods of groups A and B and not groups O or AB; 
manifestly, no such blood exists. In describing the antiglobulin 
test on page 144, the author states that the antiserums are pre- 
pared by immunizing rabbits with red blood cells that have 
been washed 8 to 10 times; this is also untrue. For every patent 
mistake there are numerous misstatements of a more subtle 
nature. Obviously, the beginner who accepts this book as authori- 
tative will acquire much misinformation and many incorrect 
concepts. This book cannot be recommended. 


The Essentials of Modern Surgery. Edited by R. M. Handfield-Jones, 
M.C., M.S., F.R.C.S., Senior Surgeon to St. Mary’s Hospital, London, 
and Sir Arthur E. Porritt, K.C.M.G., C.B.E., M.A., a Surgeon to His 
Majesty The King, London. Fourth edition. Cloth. $11. Pp. 1263, with 644 
illustrations. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1951. 


The frequent revisions that this remarkable text has under- 
gone since its first edition 12 years ago speak favorably for its 
neoteric quality and its coverage of recent changes in the man- 
agement of surgical patients. Yet its main value consists in its 
handling of time-tested principles concerning the diagnosis, 
etiology, and pathogenesis of surgical disease. Attractively com- 
piled by the two editor-authors, this volume of 51 chapters 
contributed by 14 surgical authorities is a useful textbook for 
medical students and should serve well as a reference work for 
the general practitioner and the surgical resident. Though not 
designed primarily for the trained and mature specialist, it 
should appeal to him as a guide for the broad aspects of various 
surgical fields outside his particular specialty. The wide scope 
of material spanned by this large volume includes general sur- 
gery and all the surgical specialties, with the exception of 
ophthalmology. 

The book may be criticized on grounds that some of the sug- 
gested minor remedies and medications are outmoded and are 
seldom seen in modern surgical management. Perhaps this 
merely represents variation between British and American 
methods. Certainly the tannic acid coagulation treatment of 
burns is no longer considered the best procedure in up-to-date 
institutions here. Criticism of the book’s scanty discussion of 
some therapeutic innovations is perhaps also justified. For ex- 
ample, only cursory mention is made of the use of radio-iodine 
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in the treatment of carcinoma of the thyroid and no mention 
at all of its use in hyperthyroidism, a practice which in the 
United States is replacing surgery in a large number of selected 
cases. Also, the importance of vagotomy with gastroenterostomy 
supplanting subtotal gastrectomy in the treatment of duodenal 
ulcer is minimized. 

The vast majority of the chapters were written by the two 
editors, who have arranged the text in a wholly logical fashion, 
devoting the earlier chapters to the more general considerations 
in surgery and subsequent chapters to the various organ-systems 
and specialties. Most of the chapters are presented with utmost 
clarity of organization and frequently open with a preliminary 
outline of the material covered. This systematic arrangement, 
combined with an attractive format, facilitates the use of this 
book as a reference manual. Especially commendable is the 
chapter on tumors, wherein a usable classification of neoplasms 
is presented followed by a concise discussion of each type. Titles 
and subheadings appear in conspicuous, bold-faced type, and the 
print throughout is large and easily read. The margins and spac- 
ings are liberal, and the index is adequate. Illustrations are abun- 
dant and are well selected to clarify the text. Nearly half of 
them are photographs of clinical material and radiograms. An 
additional one-fourth are amply descriptive reproductions of 
gross pathological specimens removed at surgery. Four per 
cent of the illustrations are drawings of microscopic sections, 
so precisely executed that one wishes there were more of them. 
As is characteristic of British scientific publications, the authors’ 
literary standards are high, the style of writing is pleasing, and 
the content is readily understood. 


A Color Atlas of Morphologic Hematology with a Guide to Clinical 
By Geneva A. Daland, B.S., Chief Laboratory Assistant 
in Hematology, Thorndike Memorial Laboratory, Boston City Hospital, 
Boston. Edited by Thomas Hale Ham, M.D., Assistant Professor of Medi- 
cine, Harvard Medical School, Boston. Cloth. $5. Pp. 74, with illustra- 
tions by Etta Piotti. Harvard University Press, Cambridge 38, Mass.; 
Oxford University Press. Amen House, Warwick Sq., London, E.C.4, 
1951 


The purpose of the atlas as stated is to furnish a guide for 
reference in the study of films of peripheral blood stained with 
Wright's stain. This purpose is fulfilled by both text and plates, 
most of which are in color and represent camera lucida com- 
posites. The text is good and is obviously written by one well 
versed in hematologic techniques and acquainted with the im- 
portance of correlating them with clinical findings. At times, 
references to prognosis and therapy creep in that seem quite out 
of place. It is unfortunate that almost no cognizance is taken 
of the recently recommended terminology for the classification 
of blood cells. 

With the exception of the lower half of plate 4, which com- 
pletely fails to capture the picture of a severe iron deficiency, 
the color renditions reflect the artist's wide experience with micro- 
scopic hematologic material. The most disconcerting feature of 
the atlas is the constant reference to the Syllabus, a feature that 
makes one wonder why the atlas was not made a part of the 
syllabus or the syllabus a part of the atlas. The book should 
be found useful by beginner, whether technician or student. 


Labelled Atoms: The Use of Radioactive and Stable in Biol- 
ogy and Medicine. By Raymond Glascock, B.Sc., Ph.D. Sigma Introduc- 
tion to Science 18. Cloth. $1.25. Pp. 227, with 58 line drawings by Doris 
E. Jones. [Interscience Publishers, Inc., 250 Fifth Ave., New York 1]; 
Sigma Books Limited, 7 John St., London, W.C.1, 195 


This book is one of a series by various authors summarizing 
the present status of various branches of science in a way that 
enables a specialist in one field to understand what goes on in 
another. The presentation is not “popularized,” as it presupposes 
some scientific knowledge, such as the ability to appreciate the 
structural formulas of organic chemistry. In the present volume 
Glascock deals in this manner with isotopes, both the stable 
and radioactive kinds, used as tracers in the biological sciences, 
including medicine, and agriculture. The text is lucid, and the 
illustrations are good. There are references at the end of each 
chapter, and the index is adequate. The book is recommended to 
physicians seeking a readable, authoritative introduction to this 
subject. 
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Tratamento cirirgico das moléstias mentais (leucotomia). Por Mario 
Yahn, A. Mattos Pimenta e Afonso Sette Junior. Paper. Pp. 293, with 
illustrations Grafica e editora Edigraf Ltda. Rua da Figueira, 701/5, Sao 
Paulo, 1981. 


It is gratifying to find that there are summaries in English and 
French at the end of each chapter of this book. It is on the basis 
of these summaries that this review is made. Although there 
are instances in which the English translation is taken out of the 
Spanish context, the material is easily understood. There is a 
full index as well as a prologue by Egas Moniz, a Nobel Prize 
winner. The authors have had much experience in the surgical 
treatment of mental illnesses. Their data are documented with 
scrupulous care and objective honesty. Full discussions of some 
of the approved techniques are presented, with comparisons as to 
their relative efficacy. However, it is unfortunate that two fairly 
successful techniques employed in this country are not included 
in the summary, i. e., the undercutting operation of Scoville and 
the topectomy, as popularized by Pool. Interesting studies are 
made on the basis of differential and incomplete lobotomies. An 
interesting chapter is devoted to the treatment of intractable epi- 
lepsy with lobotomy; six patients with chronic epilepsy were thus 
treated. Unfortunately, the English translation does not specity 
whether the improvement described occurred in the epileptic at- 
tacks or in the concomitant personality disorders. It is difficult 
to grasp the rationale of this form of therapy in epilepsy. 

The percentage of improvement in the routine lobotomies 
roughly paralleled those reported in this country. In addition, the 
authors describe a group of 22 patients on whom perietal lobot- 
omies were performed. The needle was introduced perpendicu- 
larly at the maximum parietal convexity, and an incision 2 cm. 
by 2 cm. was made. In only two cases was there improvement 
resulting from this technique. For those specifically interested 
in the surgical treatment of mental illnesses, the statistical re- 
sults in a large series of cases will be a valuable source of 
reference. 


A Text-Book of Medicine. Edited by E. Noble Chamberlain. Cloth. $10. 
Pp. 962, with 266 illustrations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1951. 


This book includes contributions from 17 Liverpool authors, 
each dealing individually with his subject. There is something 
to be said in favor of the text from the standpoint of the medical 
student who desires a brief and easily read summary of the 
important features of a disease with which he is not familiar. 
Of particular value to the beginner are comprehensive sections 
in neurology, psychosomatic illness, tropical medicine, and 
toxicology. The book is free of the redundancy of many other 
medical texts and yet complete enough to help the average 
student in medical school: however, it is not likely to please 
the energetic student of graduate medicine in hospital practice, 
because it touches only “high spots” of many diseases of impor- 
tance, does not possess a bibliography, fails to consider suffi- 
ciently the collagen group of diseases and the electrolyte dis- 
turbances, is confusing in the description of hepatic and 
cardiovascular disease, and falls far short generally in its con- 
sideration of therapy exclusive of the unavoidable out-datedness 
common to medical texts. A just comparison cannot be made 
with the more detailed and complete textbooks recently edited 
by American authors, since this text is more elementary. The 
type is moderately large and is legible. The illustrations are not 
especially useful, though several are in color. 


Clinical Hematology. By Maxwell M. Wintrobe, M.D., Ph.D., Professor 
of Medicine and Director, Laboratory for Study of Hereditary and 
Metabolic Disorders, University of Utah, College of Medicine, Salt Lake 
City. Third edition. Cloth. $12.50. Pp. 1048, with 237 illustrations. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1951. 


In bringing this book up-to-date, the general format and plan 
of previous editions have been retained. However, where the 
advances have been significant, large sections have been rewrit- 
ten; as in the discussion of cytochemistry, coagulation, ionizing 
radiation, and hemolytic anemias. New charts and diagrams 
have been added, which in many instances enhance the value 
of the book by their simplicity and clarity. The illustrations as 
a whole are excellent, though the color plates, by and large, are 
poor, both in detail and color rendition; this is especially true 
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of plates 2, 7, and 8. The bibliography is most extensive and 
remarkably up-to-date. 

As an inevitable consequence of the tremendously expanded 
size of the book (almost 200 pages added), some sections have 
only been brought up-to-date by the insertion of new data. This 
gives the book a rather staccato style, in parts, making reading 
somewhat difficult. Because of gradual expansion, the book is 
starting to lose the character of a textbook and is becoming 
more of a reference. Its growth reflects both the intrinsic growth 
of hematology as well as the relative growth of hematology in 
the field of general medicine. The new edition retains the pre- 
eminence established by its predecessors and remains the best 
available book for both hematologists and internists. 


Sex Offenses: The Problem, Causes and Prevention. By Manfred S. 
Guttmacher, M.D., Chief Medical Officer, Supreme Bench of Baltimore. 
Cloth. $2.50. Pp. 159. W. W. Norton & Company, Inc., 101 Fifth Ave., 
New York 3, 1951. 


This book is divided into three parts: the cause of sex of- 
fenses and problems incident thereto, clinical aspects of sex 
offenses, and the treatment and prevention of such offenses. In 
the first part of the book, literature on sexual offense, especially 
homosexuality, is reviewed to show that knowledge of homo- 
sexuality and kindred subjects is not “sufficient for us to dog- 
matize and legislate without reservation.” The second part re- 
views clinical findings in the cases of 172 sexual offenders 
referred to the Psychiatric Clinic of Baltimore by the Criminal 
Court of Baltimore. It also reviews similar statistical studies on 
this subject by others. 

The author states that no one study, including his own, reports 
a true random sample of sex offenders. The theme of this part 
of the book is that great need exists for scientific studies con- 
cerning the various aspects of sexual offenses. The concluding 
portion of the book discusses social concepts concerning sexual 
offenders, special statutes adopted by several jurisdictions relat- 
ing to the handling of “sexual psychopaths,” and the author's 
solution to the problems concerning sexual offenses. Principal 
recommendations, with supporting reasons, are that there should 
be more scientific study of the problem and that medical science 
should be brought more directly into the criminal court process. 
Although written so a layman may read and understand it, the 
book maintains a commendable level of professional decorum 
and dignity. 


Psychoanalysis and Politics: A Contribution to the Psychology of Politics 
and Morals. By R. E. Money-Kyrie. Cloth. $3. Pp. 183. W. W. Norton & 
Company, Inc., 101 Fifth Ave., New York 3, [1951]. 


This short book represents a practical attempt to apply the 
knowledge gained through psychoanalytic psychology to the 
problems of international politics. Unconscious processes are be- 
lieved to strongly influence political desires and beliefs. The au- 
thor came to this conclusion partly as a result of observations 
made as a member of an official group charged with the selection 
and placement of suitable Germans in positions of trust and 
political responsibility in postwar Germany. Discussion mainly 
concerns the distinction made between two types of conscience 
or superego, the authoritarian conscience and the humanist con- 
science. The authoritarian type of conscience is considered the 
predominant type in prewar Germany. This in its extreme form 
was found under Hitlee and national socialism, dominating the 
official class of Germans, and causing the German people to 
become docile but efficient executives. It is considered signifi- 
cant that members of official classes had been trained for many 
years to accept any moral code imposed on them from above 
whether by the Hohenzollerns, by the Weimar Republic, or by 
Hitler. The author points out that the authoritarian type of 
conscience tends to increase its influence and spread as a result 
of the authoritarian nature of early home environment. This was 
found mostly among persons whose work was of an adminis- 
trative nature. The humanist conscience, on the other hand, 
was found more frequently in persons from homes that had a 
large degree of freedom and affection and in which the parents 
were engaged in the arts or sciences. It seems that an inevitable 
result of bureaucracy was the development of an increasing num- 
ber of persons with the authoritarian type of conscience and a 
decreasing number with the humanist type of conscience. 
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The author concludes that the humanist character and human- 
ist morality in general are attributes of a wisdom that consists 
of insight into ourselves and others and that this type of per- 
sonality can thrive only in the kind of state that seeks to provide 
welfare without curtailing freedom. The main impediment in 
achieving such a state is believed to be the influence of uncon- 
scious motivation on political thinking. This impediment could 
be removed only by making such motivation conscious through 
insight. 

A point of particular importance concerning the activities 
of Germany in wartime is the apparent ease with which authori- 
tarianism could sufficiently suppress guilt in the official or in- 
dividual so that he could carry out acts of the most malignant 
persecution while considering himself to be acting only routinely 
and morally as an instrument of a higher power. 

The author has performed a valuable public service in writing 
this book. It can be read with interest and gain by the general 
public, and particularly by those who seek and accept positions 
of political trust and responsibility. 


Prothrombin Deficiency. By Rosemary Biggs, M.D., Department of 


Pathology, Radcliffe Infirmary, Oxford. Publication number 121, American 
Lecture Series, monograph in American Lectures in Hematology. Edited 
by Russell L. Haden, M.D. Cloth. $2.50. Pp. 83, with 14 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto, 2B, 1951. 


In this small monograph emphasis is placed on the practical 
use of methods in the study of prothrombin deficiency. Dr. 
Biggs’ excellent background is well reflected in this readable 
book. ‘The two stage method for estimation of prothrombin as 
it is described is perhaps not the best procedure for quantitative 
accuracy. Although there are papers in the literature that show 
that prothrombin can be measured accurately by this method, 
this was not possible with the procedure outlined in the mono- 
graph. The book does, however, emphasize the fact that useful 
information can be obtained from blood coagulation tests of all 
kinds. The tests are being abused when unjustifiable meaning is 
given to the data they furnish. One chapter is devoted to Quick’s 
theory of prothrombin A and B, and the theory of a percursor 
of prothrombin in plasma, and it is pointed out that Quick’s 
hypotheses are not proved by his experiments. Dr. Biggs has 
rendered a service by challenging the authoritative viewpoint. 
The appendix contains much useful technical information. There 
are 90 references to the Ijterature. Although the book will prob- 
ably be most useful to those who deal with this subject in the 
laboratory, it will also be of aid to the specialist. It is a well- 
considered contribution. 


Determinative Bacteriology La Manual. By Thomas H. Lord, 
Associate Professor of Bacteriology, Kansas State College of Agriculture 
and Applied Science, Manhattan. Paper, loose-leaf. $2.25. Pp. 63, with 
charts. Burgess Publishing Company, 426-428 S. Sixth St., Minneapolis 15, 
1951. 


This laboratory manual was apparently designed for a be- 
ginning course in bacteriology. It consists of a series of 28 ex- 
ercises, the first 17 of which are devoted to a cursory study of 
the morphology, staining reactions, and biochemical character- 
istics of bacteria. The remaining exercises contain procedures 
for the identification of the common members of the Eubac- 
teriineae. 

The omission of many methods of practical value to a bac- 
teriologist is to be deplored. The preparation of media, the 
operation of an autoclave, and the techniques of filtration and 
of bacterial counting are not touched upon by the author. A 
working knowledge of these procedures is essential for the prac- 
ticing bacteriologist. 

Simple procedures are given undue emphasis. For example, 
six entire exercises are taken up with the demonstration of six 
bacterial stains. Laboratory time spent in this way merely con- 
tributes to the boredom of the student. Compression of the ma- 
terial presented and the addition of exercises on the practical 
aspects of the subject should result in a stimulation of the stu- 
dent’s interest. It is hoped that the all too few exercises presented 
in this manual are supplemented with additional material in both 
the classroom and laboratory. 
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Lehrbuch der Neurologie in 2 Teilen. Die Nervenkrankheiten. Von 
Prof. Dr. Georges Schaltenbrand. Cloth. 87 marks. Pp. 880, with 539 illus- 
trations. Georg Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O; agents 
for U. S. A., Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 
1951. 


It is a pleasure to again have available thoroughly prepared 
scientific textbooks from Germany. This book has been pre- 
pared primarily for students and as a source of summarized neu- 
rological information for physicians. It covers the field well and 
includes a section on endocrinology and a brief discussion of 
psychogenic disorders. The material is clearly presented. For 
the most part, the various subjects are discussed briefly though 
adequately for the purposes of the book. This is not a reference 
book for the specialist desiring exhaustive treatment of the sub- 
ject. The book is profusely illustrated, and the photographs, 
roentgenograms, and diagrams are well chosen. There is an ex- 
tensive bibliography at the end of the text that is arranged in the 
same order as the chapters of the book. Although the majority of 
the references cited are in German, there is a representative 
selection of papers from the English, American, French, and 
other literatures. There is a satisfactory index. 


Cunningham's Text-Book of Anatomy. Edited by James Couper Brash, 
M.C., M.A., M.D., Professor of Anatomy, University of Edinburgh, Edin- 
burgh. Ninth edition. Cloth. $14. Pp. 1604, with 1252 illustrations. Oxford 
University Press, 114 Fifth Ave., New York 11; Amen House, Warwick 
Sq., London, E.C.4, 1951. 


The retirement of Dr. E. B. Jamieson, coeditor since 1937, 
and the death of four former contributors has resulted in the 
addition of several new and distinguished names to the list of 
contributors to this volume. The text of this edition has been 
revised by all contributors and brought up-to-date by the inser- 
tion of references to new works in each chapter. New illustra- 
tions, including drawings, roentgenograms, and photographs of 
living models, have been added; older illustrations have been 
improved. The Birmingham revision of the Basle Nomina 
Anatomica is used throughout, although a complete glossary at 
the beginning of the book provides the Latin, B. N. A., and 

klatur Commission synonyms. This encyclopedic work 
is recommended to all students of anatomy. 


Roentgen Examination of Pleural Fluid: A Study of the Localization 
of Free Effusions, the Potentialities of Diagnosing Minimal Quantities of 
Fluid and Its Existence under Physiological Conditions. By Ingemar 
Hessén. Acta radiologica, supplementum 86. Transiated by K. M. Lind- 
skog. Paper. 20 Swedish crowns. Pp. 80, with 98 iliustrations. Appelbergs 
Boktryckeriaktiebolag, Uppsala, 1951. 


This supplement begins with a review of the literature, with 
special attention devoted to infrapulmonic localization of pleural 
fluid. This is followed by a discussion of the techniques used to 
demonstrate minute amounts of fluid in the pleural spaces, of 
which the inclined side position, “hip raised,” is considered the 
best. The normal physiologic occurrence of small amounts of 
pleural fluid forms part of the study. The author concludes that 
pleurisy cannot be diagnosed from the presence of fluid alone. 

Case histories and details of experimental studies are given. 
The bibliography and the reproductions of roentgenograms are 
good. The supplement is well written and will serve as a valuable 
addition to the references on this subject. 


The Scientific Paper: How to Prepare It, How to Write It, A Handbook 
for Students and Research Workers in All Branches of Science. By Sam 
F. Trelease. Second edition. Cloth. $2.50. Pp. 163, with 8 illustrations. 
Williams & Wilkins Co., Mt. Royal & Guilford Aves., Baltimore 2, 1951. 


This book is not limited to medical papers but applies to other 
fields as well. The author discusses the arrangement and treat- 
ment of scientific data as well as the process of first outlining 
then rewriting scientific papers so that they are in proper form 
for publication. Some of the details considered are ways of 
making the paper interesting, the preparation of tables, foot- 
notes, and legends, the use of abbreviations, punctuation and 
capitals, and the preparation of graphs and illustrations. This 
handy, pocket-sized book should be helpful to scientific writers, 
especially those not familiar with the requirements of the better 
journals. 
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Precepts and Counsels of Scientific Investigation: ulants of the 
Spirit. By S. Ramén y Cajal. Translated by J. M*. Sanchez-Perez, M.D. 
Edited and annotated by Cyril B. Courville, M.D., Professor of Nervous 
Diseases (Neurology), College of Medical Evangelists, Los Angeles. Cloth. 
$9.50. Pp. 180. Pacific Press Publishing Association, Mountain View, Cali- 
fornia, 1951. 


This book consists of a series of essays designed to convey 
encouragement and counsel to the young scientific investigator. 
The text is an adaptation of the address by Dr. Cajal at the time 
of his appointment to the Royal Academy of Medicine in 1893. 
Dr. Cajal’s observations: and advice are of such a fundamental 
and ageless nature that they can be read in the United States 
today with the same enjoyment and enthusiasm that greeted 
their first appearance in Spain over a half century ago. The 
author’s style is clear and forceful and is leavened with many 
deftly humorous passages. A wide variety of subjects are 
touched upon. These include a consideration of the moral qual- 
ities desirable in the investigator, social conditions favorable to 
scientific work (with a discussion of the type of wife best suited 
to the man of science), steps in scientific investigation, writing 
for scientific publication, and the “illustrious failures” in science, 
“the dilettantes or contemplators, the erudite or bibliophiles, the 
instrument addicts, the megalophiles, the misfits and the con- 
structors of theories”! This book can be recommended to stu- 
dents, research workers, and physicians with the expectation that 
it will be read with profit and entertainment. 


Personality & Psychosis. By Otho W. S. Fitzgerald, M.A., M.D. Cloth. 
$2.50. Pp. 134. Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2: Bailliére, Tindall & Cox, 7-8, Henrietta Street, Covent 
Garden, London, W.C.2, 1951 


This book discusses the need for a more distinct method of 
personality typing, which would enable the psychiatrist to cor- 
relate the psychotic manifestations of patients with prepsy- 
chotic types. A list of 24 possible combinations of three acquired 
traits and three clusters of genetic types that make up the per- 
sonality type is presented. The three genetic types are the im- 
petuous extravert personality, the deliberate extravert personal- 
ity, and the introvert personality; the three acquired traits are the 
hysterical, obsessional, and paranoid. Case examples of each 
type are presented. This system appears to be based primarily 
on original concepts of the author formed in an attempt to ex- 
tend the principles of Kraepelinian diagnostic methods. In this 
sense the author appears to move away from the more modern 
concepts in psychiatry, which tend toward diagnosis on an 
individual basis, and away from the more rigid diagnostic 
groupings. 


The Control of Cross Infection in Hospitals. By Cross Infection in 
Hospitals Committee of Medical Research Council. Medical Research 
Council memorandum no. 11. New Edition. Paper. 1s. 9d. Pp. 49, with 
6 illustrations. His Majesty’s Stationery Office, Box 569, London, S.E.1, 
1951. 


In addition to embodying the main recommendations for the 
control of cross infections contained in the original edition, this 
pamphlet presents various practical procedures in greater de- 
tail. Subjects discussed include types of infection, sources and 
modes of infection, prevention and control of cross infection, 
and general measures and special precautions to be taken when 
specific cross infections develop. Included in the appendixes is 
information concerning techniques of disinfection and steriliza- 
tion, rules for isolation and for wound dressing, special precau- 
tion for maternity units, and the application of dust-laying oils 
to floors, biankets, and linen. An extensive bibliography is 
provided. 


of the Second Clinical ACTH Conference. Vol. I: Research. 
Vol. Ii: Therapeutics. John R. Mote, M.D., editor. Cloth. $17 per set. 
Pp. 531; 716, with illustrations. The Blakiston Company (Division of 
Doubleday & Company, Inc.), 1012 Walnut St., Philadelphia 5, 1951. 


Many of the discrepancies in arrangement of the first pro- 
ceedings have been overcome by the editor in the transcript of 
the second ACTH (corticotropin) conference. Wisely, the con- 
tents have been divided into research and therapeutic volumes. 
In the former, corticotropin is discussed by various authors ac- 
cording to physiologic effect upon anatomic systems and meta- 
bolic effect upon protein, carbohydrate, fat, vitamins, and elec- 
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trolytes. Certain pathologic conditions are also included in the 
first volume, since fundamental studies on alterations of the 
immunologic response during corticotropin therapy are in- 
volved. In the volume on therapeutics, the many accepted clin- 
ical indications for corticotropin are reviewed, but the organi- - 
zation is by no means as clear cut as in the research volume. 
As with the first proceedings, the most serious discrepancy of 
the second is the lack of an index. Short of thumbing through 
the entire table of contents or acquiring thorough familiarity 
with the papers presented, the reader is at a loss to find cross 
references. Nevertheless, this minor hardship does not detract 
from the value of the volumes as an excellent source reference 
for the latest corticotropin experience. 


Children’s Radiographic Technic. By Forrest E. Shurtleff, R.T. Cloth. 
$3.75. Pp. 80, with 32 illustrations. Lea & Febiger, 600 S. Washington Sq., 
Philadelphia 6, 1951. 


Aithough this small volume carries important information 
about the small area of roentgen ray examinations for infants 
and children, still one finds many good and simple instructions 


. that will help both technician and radiologist. Immediately one 


thinks of how useful this book would be to pediatricians and to 
physicians doing their own radiography in small centers. Ex- 
posure charts are extensive, but in no instance are less than 200 
ma. used. Such high-powered equipment is rarely available 
except in large hospital installations. Again, experience has 
proved that sedation, anaesthesia, and even a better psycho- 
logical approach are required for babies and children. These are 
not in the index and are not discussed, although such words are 
found in the text at least once. There are a great many additional 
techniques for infant and preadolescent radiographic procedures 
in other institutions, and it would not be amiss for a second addi- 
tion to describe some of them and also tell how these examina- 
tions are conducted with 100 ma. technique, because this is 
possible. The book describes the techniques successfully used by 
the author but allows no flexibility or duplication, except in cases 
in which similar apparatus is available. 


Medical Treatment: Principles and Their Application. Edited by Geof- 
frey Evans, M.D., F.R.C.P., Consulting Physician, St. Bartholomew’s 
Hospital, London. Cloth. $20. Pp. 1464, with §1 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3; Butterworth & Co., Ltd., 
4-6 Bell Yard, Temple Bar, London, W.C.2, 1951. 


This is a compendium of medical treatment contributed al- 
most exclusively by British authorities that presents the treatment 
preferred by the individual authors. Nevertheless, a surprisingly 
even presentation has been secured by the editor in all sections 
of the text. Valuable sections ordinarily not found in similar 
volumes concern addiction, industrial diseases, nuclear radia- 
tion, and toxicology. Because of its organization, treatment of 
a disease is not considered as an entity; thus, treatment of tuber- 
culosis is described separately under children’s diseases, under 
each system, and again under infectious diseases; Still's dis- 
ease is separated from rheumatism and allied disorders. Little 
space is devoted to diagnosis, with the major emphasis given 
to treatment, including general measures, prophylaxis and 
curative, remedial, and supportive measures. This would be an 
excellent reference text except that the rapid progress in anti- 
biotic and hormonal treatment of disease in the past year has 
made certain sections obsolete. 


Progress in Neurology and Psychiatry: An Annual Review. Volume VI. 
Edited by E. A. Spiegel, M.D., Professor and Head of Department of 
Experimental Neurology, Temple University School of Medicine, Phila- 
delphia. Cloth. $10. Pp. 562. Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16, 1951. 


The editorial board of this annual review attempts in this 
volume to develop an up-to-date encyclopedia of neurology 
and psychiatry that will provide an easy reference to annual 
progress in these disciplines, particularly for the specialist. The 
volume has four main parts, which concern clinical neurology, 
clinical psychiatry, related basic sciences, and neurosurgery. 
A total of 72 contributors participate in providing a wide cov- 
erage of newest developments in the fields mentioned. The edi- 
tors have performed a useful service by supplying a quick and 
easy reference to much that is new in these fields in the past 
year for both the specialist and the general practitioner. 
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Uber Pathologie der vegetativen nervosen Peripherie und ihrer gane- 
lionadren Von F. Feyrter, 0. Professor der Pathologie 
an der Universitat G6ttingen. Boards. $5.70. Pp. 201, with 58 illustrations. 
Wilhelm Maudrich, Spitalgasse 1B, Wien IX /2, 1951. 


Although this book is written primarily for the pathologist, 
it has some interest for the clinician, as it reflects the great em- 
phasis at present being given in Germany (greatly under the 
influence of Stoehr) on abnormalities of the vegetative nervous 
system as a cause of various diseases. This book is not easy to 
read, but it does present in very logical fashion the abnormal 
changes of the vegetative nervous system, including that of the 
intramural and extramural ganglions. Such changes are found 
in many diseases, such as certain forms of appendicitis, neuro- 
fibromatosis, leiomyomas, lipomas, carcinoids, and adenomatous 
polyps of the intestine. In view of the great importance of the 
technique used, a chapter dealing with histologic technical prob- 
lems is welcome. The last chapter, which deals with the general 
principle of neurons and cells, emphasizes the syncytial char- 
acter of the body structures. The many illustrations, technically 
not too well reproduced, assist in the presentation of the author's 
challenging arguments. 


Angiocardiography as a Diagnostic Aid in Congenital Heart Disease. 
By J. W. C. de Groot, M.D. Cloth. Pp. 108, with 20 illustrations. Keesing, 
Ruysdaelstraat 71, Amsterdam, 1951. 


This brief volume is divided into two major sections. The first 
part is devoted to a rather detailed review of the literature, cov- 
ering history, apparatus, contrast material, risk, and a discussion 
of the value of angiocardiography; this section is based on the 
work of others and is complete from this standpoint. The second 
section is devoted to examples from the author's experience in 
many different types of congenital heart disease, in both cyanotic 
and acyanotic. An example of each type of heart disease is given, 
including history, laboratory work-up, and an angiocardio- 
graphic example. The value of the angiocardiogram and differen- 
tial diagnosis is discussed in each case. Illustrations are limited, 
and the reproductions are fairly good. A diagnostic sketch pre- 
sented with each illustration greatly enhances the interpretation. 
Those interested in a review of angiocardiography and case his- 
tories of various types of congenital heart disease will find tne 
book valuable. 


Psychology and Its Bearing on Education. By C. W. Valentine M.A., 
D.Phil. Cloth. $6. Pp. 674. Philosophical Library, Inc., 15 E. 40th St., 
New York 16, 1951. 


This introduction to the study of psychology is presented in 
a form that will be useful primarily to teachers, Jeaders of youth 
movements, social workers, and other persons interested in mod- 
ern education. The material relates to practical applications of 
the interrelated psychological problems of teachers and students 
as well as the psychological principles involved in processes such 
as learning and remembering. The author has stressed most 
strongly the phases of application of psychology to basic edu- 
cation that have been accepted most generally by competent 
psychologists. A section of the book on appreciation of beauty 
and aesthetic education in relation to visual art, music, and 
poetry is given considerable space in the book, because of a 
recognized lack of such material in many textbooks. Teachers, 
particularly in the more progressive schools of education, should 
derive much practical value from this book. 


Early Diagnosis of the Acute Abdomen. By Zachary Cope, B.A., 
M.D., M.S., Consulting Surgeon to St. Mary’s Hospital, Paddington. 
Tenth edition. Cloth. $3.50. Pp. 270, with 38 illustrations. Oxford Uni- 
versity Press, 114 Fifth Ave., New York 11; Amen House, Warwick Sq., 
London, E.C.4, 1951. 


This monograph has become a classic in surgical literature. 
From the physiological point of view, it is lacking, but from the 
point of view of straight surgical diagnosis, it is a magnificent 
little volume, which will prove as useful as its previous editions. 
Although some new material has been inserted, this edition does 
not represent a major revision. The illustrations remain the same, 
with the exception of one new roentgenogram. This volume will 
be useful not only to medical students, assistant residents, and 
residents but to the large group of surgical practitioners who 
wish to have at hand, in a small, concise monograph, some of 
the major practical diagnostic features of the acute abdomen. 
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The Child Unborn. By R. J. Harrison, M.A., D.Sc., M.B. Cloth. $3. 
Pp. 226, with 62 illustrations. The Macmillan Company, 60 Fifth Ave., 
New York 11, 1951. 


The author of this book, an anatomist, describes in simple 
language the advances made during the last 50 years in the 
knowledge and understanding of reproduction, anatomy, and 
embryology. He describes, explains, and illustrates the events 
that take place when a child is conceived, carried in the uterus, 
and finally born. The data presented here are based on studies 
made by physicians, biologists, biochemists, physicists, pharma- 
cologists, and more recently by workers with radioactive tracer 
elements. Such subjects as sex and reproduction, the reproduc- 
tive organs, the control of the reproductive cycle, ovulation and 
fertilization, the early days in the life of the embryo, develop- 
ment and growth of the fetus, the mother and pregnancy, birth 
of the baby, and twins and multiple births are discussed. 

Although the title of the book is “The Child Unborn,” there is 
a short chapter devoted to the birth of the baby and half a 
chapter devoted to the child before and after birth. Both of 
these parts are excellent. In the stimulating chapter on practical 
problems, the author discusses sterility and fertility and the 
meaning of these words, predetermination of sex, planned par- 
enthood, artificial insemination, early marriage, and the ideal 
number of children. At the end of the book there is a bibliog- 
raphy of well-known works dealing with reproductive anatomy 
and physiology, embryology, and antenatal and postnatal care. 
There are 62 clear and highly instructive illustrations. The paper 
is sturdy, and the type is clear. Lay persons will not only learn 
a great deal from this book but will also have many hours of 
pleasure. 


The Will to Live. By Arnold A. Hutschnecker, M.D. Cloth. $3.50. Pp. 
278. Thomas Y. Crowell Company, 432 Fourth Ave., New York 16, 1951. 


The author, who has been in practice for 25 years, outlines 
his successful methods in combining the general practice of 
internal medicine with the newer theories and practical knowl- 
edge in the psychosomatic techniques of handling patients. The 
emotional components of the diseases discussed are related to 
and traced through the original theories of Freud concerning 
the life and death instincts. Discussion concerning the emotional 
components in, and the psychodynamics of, the phenomena of 
exhaustion seems particularly well presented. Case reports se- 
lected from the author's practice clearly portray the operation 
of the passive, or self-destructive instincts. This interesting book 
may be advantageously read by both the medical profession 
and the laity. 


Statistical Methodology Reviews, 1941-1950. Edited by Oscar Krisen 
Buros, Director, Institute of Mental Measurements School of Education, 
Rutgers University, New Brunswick, N. J. Cloth. $7. Pp. 359. John Wiley 
& Sons, Inc., 440 Fourth Ave., New York 16; Chapman & Hall, Ltd., 
37-39 Essex St.. Strand, London, W.C.2, 1951. 


This book is the third in a series intended to give ready ref- 
erence to statistical methods described in current publications. 
It is restricted to reviews of books on statistical methods and does 
not include special scientific papers. It gives critical reviews of 
these books, reprinted from scientific journals. It is cross- 
indexed by author, journal, publisher, subject, and title. The 
book is written with the same care and accuracy that char- 
acterized the previous editions; it will be a useful tool for any 
research worker interested in modern statistical methods. 


Industrial Health and Medical Programs. Selected and compiled by 
Margaret C. Klem, Margaret F. McKiever and Walter J. Lear, M.D. 
Federal Security Agency, Public Health Service, Division of Industrial 
Hygiene, Public Health Service publication no 15. Paper. $1. Pp. 397. 
Superintendent of Documents, Govern. Print. Off., Washington 25, D. C., 
1950. 


This publication contains reprinted material from a wide 
variety of sources, with particular emphasis on statistical repre- 
sentations of the labor force, kinds and sizes of industrial es- 
tablishments, health status of the working population, plant 
health and medical services, professional personnel, and costs 
and extension of service in the form of general medical and 
hospital coverage. It is definitely not a manual of procedure, 
although the specific recommendations of official agencies re- 
garding many aspects of industrial health services are included. 
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TETANUS TOXOID BOOSTERS 

To THE Epiror:—/s it advisable or necessary to give booster 
doses of tetanus toxoid to children at intervals of one year, 
and if not, what interval is advisable? At what age would you 
advise discontinuing booster doses? The older age group often 
show reactions of varying degrees, whereas the younger group 
show almost none. Do you advise using plain, fluid, or alum 
precipitated toxoid for such booster doses? 


John F. Simmons, M.D., Greenville, S. C. 


This inquiry was referred to two authorities, whose respective 
replies follow.—Ep. . 

ANSWER.—The first booster injection of tetanus toxoid should 
be given one year after the primary immunization. Then a 
booster or recall injection may be given every three years through 
the grammar school period. Actually, this would not be necessary 
if every minor injury were known and received prompt atten- 
tion. However, by means of periodic recall injections the titer 
of tetanus antitoxin is kept at a high level, affording protection 
at all times. Ordinarily, alum-precipitated or aluminum hydrox- 
ide adsorbed toxoid should be used for active immunization 
and recall injections. However, in the case of a known injury 
in a person who has had a primary immunization, some believe 
it is preferable to use fluid toxoid as a booster. This is because 
with more rapid absorption, it is contended, there is a quicker 
rise of the circulating tetanus antitoxin. For the armed forces 
and persons employed in hazardous occupations added protec- 
tion is afforded by annual booster doses of tetanus toxoid. 

ANSWER.—Because of marked variability in individual im- 
munological response, it is difficuit to be dogmatic concerning 
the exact interval between booster injections of tetanus toxoid. 
Studies in progress in various clinics indicate the desirability of 
repeated, minute, recall doses. If 1/10 cc. of purified alum- 
precipitated toxoid is injected subcutaneously yearly, an ade- 
quate level of immunity can be maintained as a protection 
against both clinical and subclinical traumas frequently con- 
ducive to infection with Clostridium tetani. The simplicity and 
relative harmlessness of this procedure would support its use 
in place of the irregular injection of tetanus toxoid under con- 
ditions of apparent injury. The available data would indicate 
that as many as five booster doses, in the amounts indicated, do 
not guarantee prolonged immunity. 

These frequently repeated injections should be discontinued 
when the tendency to repeated injuries becomes less pronounced. 
This would be determined not only by age but also by the par- 
ticular occupation and avocation of the person concerned. When 
the yearly recall doses are stopped, it would be desirable to 
maintain at least a two-year schedule, employing 1/20th to 
1/10th cc. of refined-fluid or alum-precipitated tetanus toxoid, 
either alone or combined with correspondingly refined diphtheria 
toxoid. 

The refined products, now commercially available, are to be 
preferred to those not prepared by the more modern techniques. 
Under these provisions, and with the employment of the small 
doses indicated, it is not particularly significant whether the 
fluid or alum-precipitated materials are used. Nevertheless, it 
is the opinion of some investigators that the fluid tetanus toxoid 
is preferable to the alum-precipitated variety as a recall injec- 
tion following an injury likely to lead to contamination with 
spores of Cl. tetani. Under the following circumstances, the com- 
bined use of tetanus antitoxin (minimum of 5,000 to 10,000 
units) and tetanus toxoid is indicated: delayed seroprophylaxis, 
extensive or multiple injuries, debilitated states (cachexia, mal- 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 
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nutrition, and anemia), and acute blood loss. Tetanus antitoxin 
does not interfere with the action of the toxoid in a previously 
actively immunized subject; whereas in the person not adequately 
inoculated with tetanus toxoid before, the antitoxin apparently 
impedes the action of the toxoid. 

It is not desirable to give booster injections of any antigen 
during the poliomyelitis season. This routine is to be continued 
until a definitive statement is made concerning the alleged ill 
effects of local traumas in precipitating paralysis due to polio- 
myelitis during poliomyelitis seasons. 


KERATOCONUS 


To THE Epitor:—My son has the eye condition known as kera- 
toconus. Please give me the details of this condition, e. g., 
its prognosis and its treatment. Let me know about the use 
of contact lenses for the restoration of normal sight in this 
condition, 


A. Silva Navarro, M.D., Quebradillas, Puerto Rico. 


ANSWER.—The cornea in keratoconus is irregularly curved, 
so that it is more cone-shaped than spherical. There are all de- 
grees of severity of the condition. In the milder forms vision 
may be nearly normal with an ordinary spectacle lens that cor- 
rects the marked astigmatism. In the severer cases, contact lenses 
may be required for maximal vision. In the severest types, there 
is ectasia of the cornea, which is markedly thinned and scarred, 
and vision may not be improved, even with a contact lens. 

There is no treatment that will reverse the condition. Most 
therapy is directed toward correction of the refractive error 
caused by the differences in resolving power of the cornea in 
its different meridians. In many cases, contact lenses improve 
vision to normal, since a symmetrical surface is substituted for 
the irregular cornea. In persons who do not tolerate contact 
lenses for a useful wearing period or whose vision is corrected 
to less than 20/200 with contact lenses, corneal transplant is 
recommended. Corneal transplant in keratoconus has a much 
better prognosis than transplant for any other ocular condition. 
It is difficult to individualize for any patient with the condition. 
Frequently it progresses rapidly for a short time and then be- 
comes stationary. In other patients, the condition may progress 
so far that there is rupture of the inner layers of the cornea, 
allowing fluid to enter the corneal stroma itself. 


MANAGEMENT OF HABITUAL ABORTER 

To THE Epitor:—A white woman, 37, is a habitual aborter 
(gravida 3, para 0). She is now eight and one-half months 
pregnant and has been taking up to 125 mg. daily of diethyl- 
stilbestrol, and progestciune and estrogens intramuscularly 
twice a week. Clinically, her pelvis is of adequate size; by 
x-ray (pelvoencephalograms) a normal female pelvis is re- 
ported, with the proportion of fetal head to pelvis excellent 
for delivery from below. In view of age and abortions would 
this patient be a candidate for cesarean section? 


M.D., Louisiana. 


ANSWER.—The three previous abortions and the patient’s age 
need not be deterring factors to a successful delivery through 
the birth canal. They should, however, put the physician on 
guard to do everything possible to obtain a living baby. This 
patient should be allowed to go into labor spontaneously. If the 
head engages easily, the labor mechanism is normal, and good 
progress is made, an uneventful outcome can be expected. On 
the other hand, if, at the end of 12 or 15 hours the pre- 
senting part remains high and unengaged, if the uterine 
motility is poorly coordinated and progress is very slow and the 
cervix fails to efface and dilate satisfactorily, a cesarean section 
can be done. 
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PREGNANCY FOLLOWING PNEUMONECTOMY 


To THE Epitor:—A woman aged 33 had a total pneumonectomy 
and extensive thoracoplasty about three years ago for uni- 
lateral pulmonary tuberculosis. Since that time there has been 
no indication of constitutional activity of the disease or in- 
volvement in the remaining lung. Her present vital capacity is 
about 65% of normal. She is able to do ordinary housework 
without difficulty. She is extremely anxious to become preg- 
nant. Is any information available that would allow me to 
estimate the risk she would obviously be taking? 


N. J. Roberts, M.D., Orange, N. J. 


This inquiry was referred to two authorities, whose respective 
replies follow.—Eb. 

ANSWER.—There is no good reason why this patient should 
not become pregnant. Since she is free from any evidence of 
active tuberculosis and since her vital capacity is about 65% of 
normal, she should go through a normal pregnancy without any 
difficulty. The fact that she is able to do her ordinary housework 
without difficulty is very important in evaluating her ability to go 
through pregnancy and labor. Many women have had children 
successfully after the removal of a lung. 

If it should be desired to be somewhat more certain about 
the risk of pregnancy and labor, functional studies could be 
made of the remaining lung in order to determine the percentage 
of oxygen saturation of her blood under normal conditions and 
under strain, such as exercise on a treadmill. Also studies could 
be made on her alveolar oxygen. There are only a few thoracic 
surgical centers in the country that are equipped to evaluate 
the patient completely from such a standpoint. In this case, it 
would seem to be unnecessary, because the patient’s ability to 
do her housework is a fairly good indication that she is oxygen- 
ating her blood satisfactorily with her remaining lung. 

ANSWER.—Clinical experience with women who have had a 
complete pneumonectomy is limited. Extensive thoracoplasty 
and bilateral collapse therapy have not proved to be serious haz- 
ards to the pregnant patient. Most women encounter little diffi- 
cutly during gestation. in one patient who had a pneumonectomy 
for tuberculosis and in a second who had the whole of one lung 
and one lobe of the other removed because of bronchiectasis, 
pregnancy was uneventful, except for some dyspnea in the latter 
months. If this patient is anxious to have a family, and the 
tuberculosis is entirely quiescent, the hazard of a pregnancy need 
not be great. It is difficult to estimate the risk, but this can be 
reduced to a minimum by careful medical management. 


SPHENOPALATINE GANGLION NEURALGIA 

To THE Epitror:—A married woman has what several ear, nose, 
and throat specialists think is a left sphenopalatine ganglion 
neuralgia, because injecting the left ganglion with cocaine 
affords relief from the typical left-sided headache. When the 
applicator first touches the left ganglion, the typical head- 
ache either is precipitated or, if already present, is greatly 
aggravated. This patient has been examined thoroughly by 
otolaryngologists, ophthalmologists, gynecologists, internists, 
and neurologists and has had all the laboratory work indi- 
cated, with no relief. She is almost an invalid because of severe 
headaches, which have been occurring almost daily for three 
years, Please outline the latest treatment for sphenopalatine 
ganglion neuralgia and the hazards or complications of such 


therapy. M.D., California. 


ANSWER.—It would be easier to answer this question if there 
were unanimity of opinion on the existence of the clinical entity 
of sphenopalatine ganglion neuralgia. There are many who be- 
lieve that disease of the ganglion cannot cause the complaints 
assigned to it and base their beliefs on the findings of micro- 
scopic embryological and neurological studies. It is thought by 
some observers that tracts subserving certain areas in the head 
do not make a stop in the ganglion but that they merely pass 
through it and are hence no part of it. Such evidence was not 
available when the concept of sphenopalatine ganglion disorders 
first arose; the evidence at that time was based largely on gross 
anatomical studies. Further evidence of loss of confidence and 
waning interest in this clinical entity is the decrease in the num- 
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ber of articles appearing on the subject in the various otolaryn- 
gology journals. From 1936 to 1947 not a single reference to 
this topic appeared in the Archives of Otolaryngology. A change 
in concept is evidenced by the rather general acceptance of 
William’s thesis that the neurological and sympathetic phe- 
nomena formerly ascribed to sphenopalatine ganglion neuralgia 
can now be regarded as manifestations of physical allergy. 

As for the relief that follows intranasal cocaine anesthetiza- 
tion of the ganglion region, there are some who feel that this 
may be a post hoc propter hoc situation, aided by the euphoria 
which cocaine may give and which is not altogether safe. As to 
alcohol injection of the ganglion, some observers have not 
noticed the good results claimed for this method and have seen 
considerable discomfort following this intervention, which is not 
lacking in danger. 

Until there is more definite opinion, then, on the whole topic, 
and since the conventional treatment described above has not, 
in the hands of many competent observers, yielded the expected 
results, it may be worth while in the instances above to start all 
over again, ruling out, if possible, such things as vascular head- 
aches, headaches originating from suppurative sphenoiditis and 
from intracranial pathology, and psychogenic disorders. 


SYMPTOMS FROM TEETHING 


To THE Epiror:—During the eruption of the first teeth in a 
child, every imaginable symptom that the infant may show 
is widely blamed on “teething.” The dentists of my acquain- 
tance can produce no good evidence of any relationship be- 
tween these manifold symptoms and normal dentition or any 
valid reasons why there should be such varied symptoms. 1. 
Is normal dentition known to produce symptoms such as 
cough, fever, and diarrhea? 2. Are there pathologic reasons 
for such an interconnection? 3. 1s there definite evidence of 
a scientific nature for this theory, or is it merely time-sanc- 
tioned “empiric” belief? M.D., Pennsylvania. 
This inquiry was referred to two authorities, whose respective 

replies follow.—Eb. 


ANSWER.—The eruption of the primary teeth into the oral 
cavity is a physiologic process, and the eruptive process has 
often been blamed for a number of disturbances that happen 
to occur at the same time. There is no conclusive evidence of 
their interconnection. In fact, when both eruption and fever are 
concomitant, it is possible that the fever stimulated the erup- 
tion. A short discussion of this problem is given on page 773 
in Nelson's “Mitchell-Nelson Textbook of Pediatrics” (Ed. 2, 
Philadelphia, W. B. Saunders Company, 1950). 


ANSWER.—It is generally agreed that normal dentition does 
not produce such symptoms as |. cough, fever, and diarrhea. 2. 
There is no known pathologic reason for such interconnection. 
3. Blaming the rash, cough, diarrhea, and fever on teething 
probably is a time-sanctioned empiric belief. 


OVULATION IN MAN AND LOWER ANIMALS 

To THE Epitor:—What reasons are offered for the differences 
between the ovulatory-menstrual-fertile period in human and 
lower forms of animal life? Specifically, why in the dog is the 
period of impregnation most likely just after the stoppage of 
menstrual blood flow and in women midway between men- 
strual periods? Also, is there any agreement regarding the 
level of libido during the fertile period versus the period of 
menstruation in women? 


Earl Parsons, M.D., Little Rock, Ark. 


ANSWER.—There are no great differences in ovulation between 
the human and other animals in general. Menstruation in the 
human is commonly confused with heat (flow of blood) in lowe. 
animals. Some animals, including humans, ovulate in a fairly 
regular cycle, while others, like the rabbit, may ovulate at copu- 
lation. Some women spot or have a show of blood at ovulation. 

The question of libido in the human is so confused by psy- 
chogenic factors that it is difficult to evaluate, but many do be- 
lieve libido is accentuated during ovulation. In animals it is often 
the only time the female will accept the male. 
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URINARY TRACT INVOLVEMENT IN SPINA BIFIDA 

To tHE Eprror:—A boy, aged 11, with spina bifida of the lum- 
bar spine is paralyzed from the hips down. At first he had 
partial control of the bladder and bowels to the extent that 
he voided at intervals and did not soil. In the past four months 
he has lost all bladder control and dribbles continuously, espe- 
cially if standing. The bowel function is all right if he is kept 
constipated. There is pyuria most of the time. He has had 
no surgery except for a straightening of the left foot, so that 
he could wear a shoe and braces. He can walk with the braces 
by supporting himself on furniture but has not learned to use 
crutches yet. He is normal mentally and doing fifth grade 
work, What is the prognosis in a case of this type as to further 
renal involvement or failure? Ils there any device to be worn 
for the incontinence other than the Cunningham incontinence 
clamp? Would any further surgery be advisable in this case? 
There is no sac present but merely a pedicle about 3 by 5 
cm. and elevated about 2 cm. M.D.. Minnesota. 


ANSWER.—In order to determine the exact condition of the 
urinary tract, it would be essential to determine whether urine 
is retained in the bladder and to have plain films, as well as 
urograms, made of the entire urinary tract. It would also be 
advisable to make cystoscopic examination to determine the 
condition of the bladder neck. Incontinence in cases of spina 
bifida may result from overflow, with urinary retention, or from 
weakness in the musculature at the bladder neck. Such reten- 
tion may be caused by a spastic condition with hypertrophy and 
cicatricial changes in the bladder musculature. If this is the case, 
transurethral resection may be of value. In offering a prognosis, 
it would of course be necessary to have an estimate of renal 
function as well as the extent of renal and ureteral pathology 
as visualized in the urograms. Absence of residual urine would 
indicate paralysis of the musculature involved in urinary con- 
trol, a condition not amenable to local surgery. In regard to the 
spina bifida itself, the spinal cord may be involved in cicatricial 
changes caused by the deformity, and surgical repair occasionally 
may benefit innervation of tissues involved. 


RECURRENT CONDYLOMATA ACUMINATA 

To THE Epitor:—A woman, 40 years of age, had condylomata 
acuminata of the vulva and anus three times within a year. 
1 removed the condylomas by electrodesiccation and curet- 
tage. Podophyllin was not applied because of the extensive 
area around the anus involved by the condylomas and because 
of fear of possible long-lasting irritation. There is no dis- 
charge from rectum or vagina and no evidence of trich- 
omonads or gonococci. The male partner allegedly has no 
warts or condylomas. What is the explanation for the recur- 
rence of the condylomas? 


Paul C. Rost, M.D., Los Angeles, Calif. 


ANSWER.—Condyloma acuminatum is caused by a filtrable 
virus and accordingly is infectious and autoinoculable. Many 
experts have had experiences similar to that of the inquirer, in 
that recurrences following treatment are common. These re- 
currences may be due to (1) having overlooked some new small 
lesions at the time of the destructive treatment, (2) dissemina- 
tion from the treated lesion, or (3) reinfection from the original 
source such as bowel or vagina. For these reasons, prophylactic 
measures for prevention of recurrences should be instituted at the 
time the lesions are destroyed, whether by cautery, electro- 
desiccation, or a chemical cauterant. The oral use of aureomycin 
or terramycin may be of value in this regard, and the use of 
germicidal soap on the genitalia also has some merit. A dusting 
powder containing equal parts of thymol iodide, bismuth, and 
talc should be applied twice daily to the anogenital area after 
cleansing with soap. X-ray therapy following removal of the 
warts has some advocates, who believe that small lesions may 
thus be destroyed. Cleanliness is essential in preventing recur- 
rences, and a search for the source of the infection in the vagina 
or bowel or in the spouse should be made. In spite of such 
measures, there will be recurrences, so that it is necessary to see 
the patient frequently and destroy the new lesions while they are 
small. 


J.A.M.A., Jan. 12, 1952 


INTERMITTENT VENOSPASM 


To THE EpItor:—A patient presents the unusual complaint of 
intermittent engorgement of the large superficial veins of the 
arms and legs accompanied by severe pain. The symptoms 
resemble those reported in Michael Smith’s case in THE Jour- 
NAL (134:924 [July 5] 1947). My patient gives a history of 
severe abdominal pain that has led to two laparotomies— 
one for a suspected cholecystitis and another for questionable 
pancreatic disease. In both instances exploration revealed nor- 
mal structures. F. Parkes Weber, in “Further Rare Diseases,” 
briefly suggests that large veins may become spastic and cause 
symptoms, In speaking of visceral symptoms he uses the term 
“haemangiospastic,” so that one does not know whether he 
thinks that venospasm may be the etiologic factor. His sole 
reference is presumably to a paper concerning symmetrical 
necrosis of the renal cortex, and this would be due to arterio- 
spasm. Has anyone ever described intermittent venospasm (ex- 
clusive of post-traumatic spasm) similar in nature to Raynaud's 
disease of arteries?’ | Mayer Hyman, M.D., Tucson, Ariz. 


ANSWER.—The data given are insufficient to permit one to 
say whether or not the condition described should be consid- 
ered intermittent venospasm. Additional information might be 
obtained by (1) determining venous pressure in one of the en- 
gorged veins during an attack and in the interim between attacks, 
and (2) by noting whether the gross appearance of and pressure 
within one of the engorged veins would change during an attack 
on administration of an autonomic blocking agent or use of 
some other method for blocking sympathetic impulses. 

Veins are well supplied with autonomic nerves, and veno- 
spasm is recognized as occurring normally in response to many 
types of chemical and physical stimuli. Pure venospasm unasso- 
ciated with arterial spasm and sufficiently severe to cause symp- 
toms has rarely been described. In his “Monograph on Veins” 
(Springfield, Ill., Charles C Thomas, 1937) Franklin briefly re- 
views the subject and discusses the early case reports by Mauth- 
ner (1864) and Weiss (1822). de Sousa Pereira recently reviewed 
the problem of the innervation of the veins and its role in pain, 
venospasm, and collateral circulation (Surgery 19:731, 1946). 
Humble and Belyavin have reported experiences in which they 
observed venospasm severe enough to interfere with the trans- 
fusion of blood (Lancet 2:534, 1944). Naide and Sayen have 
presented evidence that venospasm is an important factor in the 
attacks of Raynaud's disease (Arch. Int. Med. 77:6, 1946). Any 
suspected case of intermittent venospasm deserves the most care- 
ful study before one assumes that the symptoms and signs pres- 
ent are the result of such spasm. 


ALEXIA AND DYSLEXIA 


To tHE Epitor:—/ have a patient with developmental alexia. 
1. What tests are necessary for a thorough investigation of 
this condition? 2. What treatment is considered most effi- 
cacious? 3. How frequently should this method of reeduca- 
tion be used? 4. Would a severe attack of pertussis at the 
age of 3 months have any causal relation to this type of disa- 
bility? The patient is a boy of 8 years in good general health 
with the exception of seasonal bronchial asthma. He is par- 
ticularly susceptible to dust and spring grasses. 

William P. Clark, M.D., Mount Vernon, N. Y. 


ANSWER.—The information given about this patient is inade- 
quate, but it is presumed that the “developmental alexia” has 
appeared recently, perhaps after he entered school. Before one 
accepts the diagnosis as alexia, which presupposes an organic 
basis for the difficulty, all other avenues should be investigated 
thoroughly to rule out possible functional disorders. Dyslexia 
(reading difficulty) has been described under various nomen- 
clatures. This has led to misunderstanding of the problem itself. 
Dyslexia, alexia, dysphasia, aphasia, and strephosymbolia are 
used synonymously, wrongly conveying the idea that they are 
identical conditions. 

Dyslexia is a syndrome characterized by inability to read 
properly despite normal or superior intelligence. The abnormal 
causative factors are functional, preventable, and correctable, 
in contradistinction to alexia. 
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1. Examination and investigation of the child and his problem 
from every point of view must be made, with a complete history 
from every aspect: physical and mental examination, including 
intellectual and emotional appraisals; social investigations; and 
educational achievements, including special abilities or disabilites 
and habits at work and at play. 

2. The method of treatment would consequently depend on 
the diagnosis. Usually the problem is complex and requires 
assistance from various fields of science: medicine, psychology, 
and education. Should the causative factors be functional, the 
treatments can be administered according to the ingenuity of 
those involved in the case. If the difficulty is due to an organic 
lesion, then a highly specialized teacher in that particular field 
is essential. 

3. The child should be allowed to continue in his regular 
school program. The period required for recovery from dyslexia 
is variable, and it depends on many things, particularly on the 
adjustment and cooperation of parents and the physical status 
of the patient. Sometimes weekly counseling and treatments are 
sufficient. Recovery from alexia requires prolonged treatments. 

4. The medical literature of the last 10 years contains no re- 
ported evidence of causal relationship between pertussis and 
alexia, or dyslexia. 


ALLERGY TO ALFALFA SEED 

To THE Epitor:—Please comment on a symptom in a patient 
who had taken alfalfa seed tea (1% tablespoons of seed in 
four cups of water boiled 15 minutes and taken three cups 
a day) for rheumatism? She said the arthritis pains were greatly 
improved after 3 weeks. Then, suddenly, swollen glands de- 
veloped, then a rash, which seemed to subside when tea was 
discontinued. Later, the patient tried the tea again, and worse 
symptoms developed. Is this just an allergic reaction? Have 
you a record of others having allergic symptoms on taking 
this concoction? C. J. Leavy, M.D., Freeport, Ill. 


ANSWER.—Alfalfa is related to the bean family. Hence it is 
possible that anyone who is allergic to beans might be allergic 
to alfalfa seed. It is possible that the rash was allergic; however, 
there is no certainty of it. It may be that an exhaustive search 
of the literature might disclose a case or two of alfalfa sensi- 
tivity, but it is certainly not recognized as an entity distinct from 
other types of allergy. 


ABSCESSES UNDER THE NAILS 

To THE Epttor:—A boy, age 3'2 years, has had generalized in- 
fantile eczema since he was 6 months old. An allergist sus- 
pected hypothyroidism and prescribed small doses of thyroid. 
The father states that abscesses develop under the boy’s nails 
every time thyroid is administered. These abscesses subside 
promptly on cessation of the medication. Is this a known sign 
of thyroid toxicity? 

Mauro Rosenberg, M.D., Sherman Oaks, Calif. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—Such a complication is not mentioned in any of 
the standard works on thyroid disease. It might be well to verify 
the father’s statement. 


ANSWER.—The administration of desiccated thyroid as far 
as known, has not been associated with the development of in- 
fections under the nails. Mild or latent diabetes may become 
severe when desiccated thyroid is administered, and it might 
be well to check the patient carefully for the presence of diabetes. 


HUMID WEATHER AND ACNE 
To THE Epiror:—Does humid weather affect the incidence of 
acne? Robert L. McKenna, M.D., New York. 


ANSWER.—It has long been observed that humid weather has 
an adverse effect on acne. A paper by Wiley M. Sams (Humidity: 
Relation to Problems in Dermatology, South. M. J. 44:140 [Feb.] 
1951) covers the subject fully and contains some 15 pertinent 
references. 
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HEADACHE FROM SACCHARIN 


To THE Epitor:—A patient, aged 42, has had persistent occipital 
headaches on awaking in the morning. Physical examination 
revealed no abnormality. When he discontinued taking I grain 
(60 mg.) of saccharin tablets in his coffee he stopped having 
headaches. He estimates he took five of the I grain tablets per 
day over a period of two years. Is saccharin ever a causal 
factor in the production of headaches? 


E. H. Meisel, M.D., Midland, Mich. 


ANSWER.—No instances of headache following the use of sac- 
charin are recalled in a wide experience with many diabetics 
who used this substance over many years. In the days before 
the use of insulin, an occasional patient would use 12 to 24 
saccharin tablets in 24 hours, but no untoward symptoms re- 
sulted. It is unusual that this patient used 1 grain (60 mg.) tablets, 
since a 44 grain (15 mg.) tablet is equivalent to 1 teaspoon of 
sugar. 

(The possibility of idiosyncrasy must still be considered in 
this patient.—Eb.) 


PSEUDOHYPERTROPHIC MUSCULAR DYSTROPHY 

To THE Epitor:—A woman who has had one child has two 
brothers suffering from pseudohypertrophic muscular dys- 
trophy. She asks about the possibility of her child or further 
children having this disease. Please inform me as to the heredi- 
tary pattern of the muscular dystrophies. 


Charles §. McCulloch, M.D., Chico, Calif. 


ANSWER.—Pseudohypertrophic muscular dystrophy is an in- 
herited familial disease, the inheritance of which is, however, 
so Variable in different families as to render any definite answer 
to the question impossible. According to recent studies (Tyler, 
F. H., and Stephens, F. E.: Ann. Int. Med. 35:169 [July] 1951) 
progressive muscular dystrophy of childhood appears to be a 
sex-linked, recessive characteristic transmitted predominantly 
by the female and chiefly to male offspring. The proportion 
between males and females is probably at least 5 or 6 to 1. How- 
ever, many sporadic cases are dependent on mutations without 
evident inheritance. 

The sex of the questioner’s child is not stated; a male is much 
more likely to have dystrophy than a female. This holds true 
for any other children that may be born. In any case, inheritance 
of the disease is by no means certain. If the parents are will- 
ing, it would be much safer to enlarge the family by adoption. 


ANASTOMOSIS OF SEVERED VASA DEFERENTIA 


To THE Epiror:—A man, aged 32, had a vasectomy in 1946. 
He remarried in 1949, and had the severed vasa anastomosed. 
The sperm count has steadily risen to 80 million per cubic 
centimeter, but all sperm are dead. What is the prognosis for 
live sperm appearing? The man was previously fertile, having 
had four children by his first wife. The urologist can find no 


abnormalities. M.D., California. 


ANSWER.—A sperm count of 80,000,000 per cubic centimeter 
following surgical anastomosis of the severed vasa would indi- 
cate that the operation was successful. Occlusion of the vasa 
during a period of three years could be a factor in causing 
necrospermia. There may be, however, some other factor present 
to explain it. Further data, including testicular biopsy, are nec- 
essary in order to determine the prognosis. If immature sperms 
are found in the testicular tubules, the prognosis might be more 
favorable. Diethylstilbestrol may be of help in such cases. Re- 
peated sperm counts should be made, with proper precautions 
in securing fresh specimens. If necrospermia and low counts per- 
sist, the outlook is not good. 


THYROID AND SEDIMENTATION RATE 


To THE Epitor:—Will the taking of thyroid tablets over a period 
of months elevate the sedimentation rate of the blood? 


Paul Russell, M.D., Inglewood, Calif. 


ANSWER.—There is not much information on the effect of 
thyroid tablets on the sedimentation rate. The data available 
indicate that there is no effect in physiologic doses. 


148 


164 QUERIES AND MINOR NOTES 


MENSTRUATION AT THE MENOPAUSAL AGE 


To tHE Epiror:—/n the Sept. 22, 1951 issue of THe JOURNAL, 
page 360, was a query on “Menstruation at the Menopausal 
Age.” The answer states in part, “Generally, surgical treat- 
ment is neither required nor satisfactory for frequent or heavy 
menstrual periods near the menopause. In most women the 
hieeding ceases completely without the necessity for surgical 
therapy. Of course, if there is any bleeding between the 
periods, cancer must be ruled out by curettage and cervical 
biopsy.” 

May I refer you to an article entitled “A Decalogue for 
Early Diagnosis of Pelvic Cancer,” by John Y. Howson and 
Leib J. Golub, in the Pennsylvania Medical Journal (53:696 
[July] 1950), which states, “Assume menopausal cycles to he 
normal only when the amount of bleeding and the frequency 
of occurrence of the periods decrease or remain constant. 
Any variations from this, or any post menopausal bleeding 
requires a diagnostic dilatation and curettage and biopsy of 
the cervix.” 

It is conceded by all gynecologists that metrorrhagia is an 
abnormal symptom requiring further studies, including dila- 
tation and curettage and biopsy of the cervix to rule out can- 
cer of the genital tract; however, menorrhagia and frequent 
menstrual periods are occasionally regarded as harmless symp- 
toms. They are, however, definitely abnormal symptoms and 
frequently the first symptom noted in cases of fundal, cervical, 
and occasionally ovarian carcinoma. 

Of 1,580 cases of pelvic cancer studied by the Philadelphia 
Pelvic Cancer Committee, menorrhagia was a_ prominent 
symptom in 99 patients, or 6.2%. In reviewing 22 case rec- 
ords of the Philadelphia Pelvic Cancer Committee of cancer 
of the fundus of the uterus in which menorrhagia was the 
first symptom of which the patient complained, I found seven 
cases of uterine fibroid, four with sarcomatous degeneration 
and three with adenocarcinoma, In our ovarian group of 210 
cases, menorrhagia was the primary symptom of eight pa- 
tients, or 3.8%, and was associated with other symptoms in 
three patients, a total of 5.2%. 

It seems imperative, therefore, that any patient with 
menorrhagia should have a diagnostic dilatation and curet- 
tage and exploration of the cervix to rule out early pelvic 
cancer prior to administration of therapy. 

Leib J. Golub, M.D. 
422 Medical Arts Bldg., Philadelphia 2. 


ENTERITIS IN| TOURISTS 


To rHE Epitor:—The recent replies in THe JourNaL (Sept. 22, 
1951, page 358) concerning the erteritis of tourists in Mexico 
doves not cover the whole situation. | have been there a num- 
her of times and have suffered from the complaint just as 
many times. It is most certainly caused in many persons by 
the peppers and tomatoes. When this food is not taken, there 
is no trouble. Liberal doses of bismuth constitute the best 
treatment. L. Pellman Glover, M.D. 
1200 Fourteenth Ave. 
Altoona, Pa. 


To THE Epiror:—/n THe JourNaL (Sept. 22, 1951, page 358) 
in Queries and Minor Notes the replies to the question about 
enteritis in American tourists in Mexico did not mention one, 
and possibly the most important, factor. The condition is 
puzzling in many respects. It is true that one cause is staphylo- 
coccic contamination of food, Fortunately, only a fraction of 
cases are due to a bacillary infection, amebiasis, or to infection 
with Salmonella and other members of the paratyphoid 
group. 

An important cause for the harmless but often disabling 
diarrhea is the use of varied oils in the preparation of the 
food, which has the cathartic effect of castor oil in many 
Americans. In addition, certain Mexican dishes contain herbs 
which act as a laxative. For the same reason, some American 
tourists experience similar difficulties in traveling in Latin 
countries of Europe. A tourist in Italy, who has been plagued 
by this inconvenience, on entering France will suddenly be 
cured, because the food in France is mainly prepared with 
butter instead of oil. If the susceptible tourist should then con- 
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tinue into Spain, the diarrhea will promptly return. He may 
leave France in the evening, eat dinner on the train, and when 
he arrives the next morning in Madrid will have to make 
repeated dashes to the bathroom. On the other hand, the 
native traveler, who ate the same meal, has no disturbed 
digestion. 

With the increasing number of Americans traveling in 
Mexico and other Latin countries the diarrhea problem has 
become important. | have attended fellow travelers who were 
so ill that they felt the end was near. After they recovered 
they immediately left the country, never to return. I recall 
the incidence of two American college girls who became 
severely ill with this condition in one of the best hotels in 
Florence, Italy. Being in a foreign country and not speaking 
the language, they developed a panic reaction and called their 
parents over the transatlantic telephone. The parents in their 
anxiety consulted the family physician, who, not knowing what 
it was all about, merely added to the confusion. 

Walter L. Bruetsch, M.D. 
3000 W. Washington St. 
Indianapolis, 22. 


DILATATION OF PUPIL 
To THE Epiror:—The query in THe Journal March 3, 1951, 


page 688, stated the precautions that should be taken by the 
general practitioner in the dilatation of the pupil for fundus 
examination, 

Any mydriatic may precipitate an attack of glaucoma in 
one who is predisposed to this disease, particularly in patients 
over the age of 35. For dilatation of the pupil for fundus ex- 
amination, nothing in my experience excels the use of a 
specially prepared ophthalmic tablet of eucatropine (euphthal- 
mine®) hydrochloride, 1.5 mg. This product is a mandelic 
ester related to eucaine and, when applied to the conjunctiva, 
causes a prompt mydriasis, with little paralysis of accommoda- 
tion and rarely an increase of intraocular pressure or corneal 
irritation. In 20 minutes, it causes a very effective dilatation of 
the pupil, which passes off entirely in two to four hours, One 
preparation of eucatropine hydrochloride is available in the 
form of 10 very small round compressed white disks, in a small 
tube, which are easy to carry and convenient to use. When 
placed in the eye they dissolve rapidly. 

1 use a small Davill lens eye spoon, and place one disk in 
the conjunctival sac at the outer canthus. The patient then 
keeps the eyes closed and holds a small piece of moist cotton 
firmly over the inner canthus for three minutes, while the 
disk dissolves; this keeps the solution from running down in 
the nose. After the dilatation of the pupil, one or two drops 
of a miotic, such as 1% pilocarpine hydrochloride solution 
or 0.25% physostigmine salicylate solution, must always be 
instilled. A piece of moist cotton must be held firmly over the 
inner canthus, with the eyes closed for three minutes. The 
patient should not be allowed to leave the office until the 
pupils are contracted once more and the finger tension is nor- 
mal. 1 have been using this product for 28 years, without com- 
lications and with much convenience and comfort to patients. 

Carl Hobart, M.D. 
360la Gravois Ave. 
St. Louis. 


TREATMENT OF BURSITIS 
To THe Epiror:—/n THe JOURNAL, August 25, page 1620, a 


question was asked concerning the value of diathermy, x-ray 
therapy, and procaine hydrochloride injections into the bursa 
in cases of acute calcific bursitis. The answer discussed pro- 
caine injections at length and casually mentioned the “use of 
x-rays after procaine injections and fenestration of the bursa.” 
Radiologists and referring physicians have observed excellent 
results in virtually all cases of acute calcific bursitis, particu- 
larly when no previous treatment, such as procaine injections, 
has been employed. Failure to give proper credit to a proce- 
dure that is undoubtedly the procedure of choice in this con- 
dition is misleading to the many physicians who have the 
proper answer to Dr. Archer's question. 

William A. Henkin, M.D. 

Receiving Hospital of the City of Detroit. 
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